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617 West Grace St., Richmond, Va. ; 

A thoroughly equipped and modern private hospital for surgical and - 
gynecological patients. Absolutely fire-proof—a desirable requirement 
in any building, but a ity in a surgical hospital. Ventilation per- 
fect—due to general design.of architect who is an authority on ventila- 
tion, and also to the patent Austral windows, which direct the air cur- 
rent towards the ceiling and not on the patient. {Only graduate nurses 
ate empjoyed. {All modern conveniences, such as silent electric Might 
signals for patients, vacuum Cleaners built in the.wall and long dis- 
tance telephone connection in every bed room. {Two large and 
plete operating rooms with northern light are on the top floor, where 
they are practically free from dust. The hospii the 
year. No wards, only single or double rooms, with or without pri 
bath. Rates $2.50 per day and up. {A limited number of graduate 
nurses recéived for post-graduate instruction. 

Superintendent, MISS JOSEPHINE McLEOD, A.B., Graduate Nurse 


of Johns Hopkins Hospital. 


St. Elizabeth’s Hospital — 


J. SHELTON HORSLEY, M,D., Surgeon-in-Charge. 


FOR TUBERCULOSIS 
Albuquerque, - - New Mexico 
Altitude 5,100 Feet. Rates Moderate. No Extras. Climatic Conditions 
Unsurpassed 


A private sanatorium where the closest S rego attention is given 
each patient. Complete laboratory and X-Ray equipment for diagnos- 
.. tic purposes. Compression of the lung and sun-bath treatment after 
the method of Rollier.. Steam heat, hot and cold water, electric lights, 
call bells, local and long-distance telephones.and private porches for 
each room. Bungalows, if desired. < 
Situated but 14 miles from Albuquerque, the largest city and best 
- market of New Mexico, permits of excellent meals and service at a 
moderate price. Write for Booklet B. : ; 


A. G. Shortle, M.D.—Associate Physicians—L. S. Peters, M.D. 


CURRAN POPB A. THRUSTON POPB 


MODERN up-to-date private infirmary equipped with steam heat, electric light, electric 
A fans, modern plumbing and new furnishings. Solicits all chronic cases, functional and 
organic. nervous diseases, diseases of the stomach and intestines, rheumatism, gout and 
uric acid troubles, drug habits and non-surgical diseases of men and women. No insanity of 
infectious cases treated. Bed-ridden cases not received without previous arrangement. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High Frequency, Arc Light and X-Rag . 
Treatments given by competent Physicians and Nurses under the immediate supervision of the M 
Superintendent. Special laboratory facilities for diagnosis by urine, blood, sputum, gastric juice and 
X-Ray. Recreation hall with pool and billiards for free use of patients. < 
Rates $25 per week; including treatment, board, medical attention and general nursing. Send for 
large illustrated catalog. The Sanatorium is oe EY daily, from the Pope Farm, with v ables,. 
poultsy and eggs; also milk, cream, butter and buttermilk from its herd of registered Jerseys. 


THE POPE _SANATORIUM 


Established 1590 115 West Chestnut Street 
LOUISVILLE, KENTUCKY 


Leng Distance Phones 
CUMB. M. 2123 HOME 2122 
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Chestnut Lodge 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad and 
Electric Line from Washington. 


This Sanitarium under experienced management offers 
superior advantages for the treatment of patients suf- 
fering from Nervous and mild Mental Diseases, and for 
elderly persons needing skilled care and nursing; com- 
bining the equipment of a modern Phycopathic Hos- 
with the appointments of a refined home. The 

ydrotherapy Department is complete in every detail 
including the Nauheim Baths for Arteriosclerosis, 
Heart and Kidney Diseases, : 


DR. E. L. BULLARD, Physician-in-Charge 


J. D. S. DAVIS, M.D. 


The Davis Infirmary 


FOR SURGICAL 
AND GYNECOLOGI- 
CAL CASES and Hos- 


— pital Training School 


BIRMINGHAM, ALA. 


for Nurses. 


SOUTH MISSISSIPPI INFIRMARY 


Organized 1901 


W. W. CRAWFORD, M. D., Surgeon-in-chief 
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City 


View 


Sanitarium 


(ESTABLISHED 1907) 


JOHN W. STEVENS, 


M.D., Physician-in-charge 


Telephone Main 2928 


Rural Route No. 1. 


Nashville, Tennessee 


For the Treatment of MENTAL and NER- 
VOUS DISEASES and the ADDICTIONS. 


New fifty Room Department completed January, 
1915. Now have two new buildings. One for each 
sex. A thoroughly modern and fully equipped pri- 
vate hospital, operating under state license. Large 
commodious buildings offering accommodations 
to meet the desires of the most exacting. Situated 
out of town in a quiet, secluded place. Large 
shady grounds. Specially trained nurses. Two 
resident physicians. Capacity 65. References: 
Medical Profession of Nashville. ‘ 


HIGHLAND HOSPITAL 


ASHEVILLE, N. C. 


. (Succeeding Dr. Carroll’s Sanitarium) 
A modern, thoroughly equipped institution for the care 


of selected nervous, mental and habit cases, employing 
all rational methods of treatment, emphasizing climate, 
diet, water, rest, and giving particular attention to out- 
of-door occupation treatment or work cure. No tuber- 
cular patients accepted under any conditions. 


For booklet, address 


Robert S. Carroll, M. D., Medical Director Highland Hospital 
ASHEVILLE, N. C. 


Arlington Heights Sanitarium 


P. O. Box 978, Fort Worth, Texas. 


For Nervous Diseases, Selected 
Cases of Mental Diseases, 
Drug and Alcohol Addictions, 

(Incorporated under Laws of Texas) 

WILMER L. ALLISON, M.D., 


Resident Physician 


JAMES D. BOZEMAN, M.D., 
Resident Physician 
BRUCE ALLISON, M.D., 
Resident Physician 


JOHN S. TURNER, M.D., 
Consulting Physician 
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THE MILWAUKEE SANITARIUM 


WAUWATOSA 

WISCONSIN For Mental and Diseases 
Located at Wauwatosa (a suburb 

of Milwaukee) on C.M.&St.P. D 


Ry.» 2.5 hours from Chicago. 15 
minutes from ns min- 
utes from all o lines 
street cars, facilities 
and equipment as_ heretofore 
announced. {New Psychopathic 
ospital; continuous baths, 


rooms suite with private 
baths. {New Gymnasium and 
Recreation 


Entrance West House Office and Bath House Psychopathic Hospital , 
Bath house; mechanotherapy. hill, forest and lawn. Five houses. Individualized 
treatment. RICH , M.D. EU E CHANEY, M.D J. E. ROBINSON, M.D. 

CHICAGO ‘OFFICE: Vaarchail” Field Annex Building, 25 East Washington St. Wednesdays 1 to 3, except July and August. 


Descriptive Booklet will be sent upon application. 


Dr. Morse’s Sanatorium for Tuberculosis 


| 
HENDERSONVILLE, NORTH CAROLINA. 
| Twenty miles south of Asheville, on the main line of the 
Southern Railway between Cincinnati and Charleston. Prob- 
ably the finest all-year-round climate in America. Large num- 
ber of days of sunshine. Altitude 2300 feet above sea level. 
Stimulating air. Mountain Bg tA of great beauty. In the very 
center of the “LAND OF THE SKY.” The sanatorium is espe- 
cially adapted to the treatment of the tuberculous. Private 
sleeping-out piazzas for every patient. All 1 modern conven- 
iences and good service. Every health-giving condition is 
supplied. Eighteen acres of. natural = surround the 
sanatorium—a scientific institution amid ideal conditions. Phy- 
sician lives in the sanatorium. Rates $17.50 to $30. 
week. Booklet on application. 


DR. MORSE’S SANATORIUM, Box 395, Hendersonville, N.C. 


The Meriwether Hospital and Training 


School for Nurses, Inc. | 
ASHEVILLE, N. C. 


Since the death of Dr. F. T. Meriwether, his mag- 
nificent institution has been converted into a gen- 
eral hospital, receiving soraicel, Gynecological and 
Medical cases. The staff as ected by the man- 
agement is as follows: 

MEDICAL—Dr. C. P. Ambler, Dean; Dr. M. L. 

Stevens, Dr. C. = Cotton. 

SURGICAL—Dr. ene B. Glenn, Vice-Dean; Dr. 

F. Webb Grifiith, A. F. Reeves. 

EYE, EAR, — AND eer gee E. R. Rus- 
sell, Dr. J. B. Green, Dr, mesg Buckner. 

NEUROLOGY_Dr. B. R: 

GASTROENTEROLOGY—Dr. J Calloway. 
DERMATOLOGY—Dr. W. C. 
PEDIATRICS—Dr. L. W. Elias. 

G. U. AND DISEASES OF THE RECTUM—Dr. 

P.- Terry: 

ANESTHETIST AND HOUSE PHYSICIAN—Dr. 

W. J. Hunnicut. 


ALL COMMUNICATIONS SHOULD BE ADDRESSED TO 
MISS FLORENCE PITTS, Supt., or DR. B. M. MERIWETHER, Bus. Mgr. 


24 Grove Street, Ashev ille, North Carolina 


Patronize our advertisers—mention the Journal when you write them 


| 
| 


4 SOUTHERN MEDICAL JOURNAL 


LYNNHURST SANITARIUM 


For Nervous Diseases, Mild Mental Disorders; an Improved Treatment for 
Opium-Morphin Addiction, which Eliminates Suffering and Craving 

burbs of Memphis, on 22 

fem acres of beautiful wood- 

land and ornamental 
shrubbery. Modern and 
approved methods in 
construction and equip- 
ment. Thorough ven- 
tilation, sanitary plumb- 
ing, low pressure steam - 
heat, electric light and 
fire protection. Pure 
water, experienced 
nurses. 


New Buildings Completed in March, 1915. 


Special facilities for giving hydrotherapy, electrotherapy, 
massage, physical culture and rest treatment 


S. T. RUCKER, M. D., Office, Goodwyn Institute MEMPHIS, TENN. . 


VON ORMY COTTAGE SANITARIUM 


For the Treatment of Tuberculosis 
VON ORMY, TEXAS. 
I. S. KAHN, 4 2 M.D., Medical Director 
Business Manager 
F. C. COOL, Manager 
An institution designed for the proper care of tubercu- 
lar patients at moderate rates. 
plendid all year ’round climate. 
Beautifully located on the Medina River near San An- 
tonio. Our own dairy and egg supply. 
Tuberculin, autagenous vaccines a artificial pneumo- 
thorax used where indicated. 
Hopeless last stage cases not admitted. 
Rates: $15.00 and $18.00 per week. 
Write for booklet. 


San Antonio Office: No. 521 Moore Bldg. 


WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 


NERVOUS 
DISEASES 


Building Absolutely Fireproof 
BYRON M. CAPLES, M.D., Supt. 
Waukesha, Wis. 
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The Hendricks Sanitorium, Texss 


THE MOST MODERN SANATORIUM 
FOR THE TREATMENT OF TUBERCULOSIS 


. Physicians of the South and Southwest are Urged to Investigate 
All Rooms connect with Private Bath--All Rooms have Private Sleeping Porches 
Fireproof Construction 
' NO BETTER CLIMATE—WINTER OR SUMMER 
R. D. HARVEY, Cc. M. HENDRICKS, 


Pres: J. V. WRIGHT 
seed Assistant Physician Medical Director 


ays The Tucker Sanatorium, Inc. 
Madison and Franklin Streets 
RICHMOND, VIRGINIA 

ee “iT his is the Private Sanatorium of Dr. Beverly R. Tucker 
cy The Tucker Sanatorium is for the treatment of nervous 
diseases. Insane and acute alcoholic cases are not taken. 
The Sanatorium is large and bright, surrounded by a 
lawn and shady walks and large verandas. It is situated 
in the best. part of Richmond and is thoroughly and mod- 
ernly equipped. There are departments for massage, 
medicinal exercises, hydrotherapy, occupation and elec- 
tricity. The nurses are especially trained in the care of 
nervous cases. 


The Watauga Sanitarium, Ridgetop, Tenn. 
In the Foothills of Tennessee’s Beautiful and Picturesque Mountains 
STAFF: For Tuberculosis in All Forms 

DB. Nacterlologlet-In-Chiet Location ideal, elevation about 1,000 feet, buildings modern hot and 
© ead. cold running water, lighted with gas, perfect sewerage, excellent water 
— Borecteieone supply. The Sanitarium operates it own dairy and truck farms. Equip- 
DR. G. C SAVAGE, 4 Threat ment includes our own steam laundry, and is in every way up to now. 
v8 SS Tuberculins and Vaccines Administered in suitable cases. Hydrotherapy 
DR. CHAS. A. ROBERTSON, modified after the method of Rollier. Rates very reasonable. Address 

“cue” THE WATAUGA SANITARIUM, Ridgetop, Tenn. 

or Mr. James A. Yowell, Mr. Joe E. Yowell, Sec.-Treas., 623 Stahlman Bldg., Nashville, Tenn. 
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THE CHESTON KING SANITARIUM 


SUCCESSOR TO HOWELL PARK SANITARIUM 
PEACHTREE ROAD, ATLANTA, GA., R. F. D. No. 4. 


eg For the treatment of 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 


The South’s most beautiful Sanita- 
rium, completed August, 1914, on acre- 
age of Peachtree Road, twenty min- 
utes drive from Atlanta, and situated 
between the Capital City County Club 
and Greater Oglethorpe University. 
The buildings are of concrete, pressed brick 
and tile room, all rooms are outside, with a 
purpose single to light and ventilation. Com- 
plete system of baths. The water supply is 
from an artesian well. 

There is installed in all the buildings 
vapor heat and the indirect lighting system. 
All of the latest approved treatments are 
used. Patients admitted to our Sanitarium, 
can have all the rest and exercise indica 


and yet will not come in contact with any objectionable case. A physician is in constant attendance. 
Mail Address: 


THE CHESTON KING SANITARIUM 
ATLANTA, GA., R. F. D. No. 4. 


THE POTTENGER SANATORIUM 
MONROVIA, CALIFORNIA 


A thoroughly equipped institution 
for the scientific treatment of tuber- 
culosis. High class accommodations. 
Ideal ali-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery, Forty-five min- 
utes from Los Angeles, F. M. Pot- 
tenger, A.M., M.D., LL.D., Medical 
Director. J. E, Pottenger, A.B., M.D. 
Assistant Medical Director and Chief 
of Laboratory. George H. Evans, 
M.D., San Francisco, Medical Con- 
sultant. For particulars address: 

POTTENGER SANATORIUM, 
Monrovia, California. 
Los Angeles Office: 1100-1101 Title Ins. 

Bldg., Fifth and Spring Streets. 


THE RICHARD GUNDRY HOME 


HARLEM LODGE 
CATONSVILLE, NEAR BALTIMORE, MARYLAND 
ESTABLISHED IN 1891 


“A well equipped sanitarium and a delightfully homelike, restful place, for the care 
and treatment of nervous and mild mental cases, drug and alcoholic addictions. 
* For rates and illustrated booklet, apply to 


Dr. Richard F. Gundry Catonsville, Md. 
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HIGH OAKS 


NtRVOUS AND MENTAL DISEASES, LIQUOR/AND DRUG ADDICTIONS TREATED 

Constant medical oversight and skilled nursing. Hydrotherapeutic department equipped with Turkish, shower, 
needle, sitz and other baths, liver spray, and Scotch and perineal douches, given by prescription at definite tem- 
peratures and pressures. Various forms of vibration, vibratory and manual massage, galvanic and faradic elec- 
tricity, laboratory methods and facilities for sero-diagncsis and treatment. Various in and outdoor games. Resi- 
dent musicians. New buildings. Eighty-one acres, Beautifully wooded grounds. In arranging for admission of 
patients physicians may use long distance telephone at our expense. Address 


GEO. P. SPRAGUE, M. D., Lexington, Ky. 
The Cipes Sanatorium for Pulmonary and Laryngeal Tuberculosis, Alteweraue, New Mexico 


~| A thoroughly equipped 
institution for the scien- 
tific treatment of tuber- 
culosis. Bungalows with 
individual screened 
porches, hot and cold 
running water bath and 
toilet in each cottage, 
electric lights, call bells, 
etc.. Ideal location. 
Rates: $20.00 to $25.00 
per week. No extras. 
Write for booklet 


JOSEPH S. CIPES, M.D. 
Medical Director 


ST. ALBANS SANATORIUM, Inc. 
Radford, Virginia 


The Hydrotherapy Department is complete in every de- 
tail. Continuous, Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, Mas- 
sage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sanatorium 
for the diagnosis and treatment of chronic medical, nerv- 
ous, and mild mental disorders. It is situated 2,000 feet 
above sea level in the famous blue grass region of Vir- 
ginia. There are two large Colonial brick buildings con- 
nected by a sun parlor 105 feet long. Rooms single or en 
suite, with or without private baths. Accommodations for 
fifty patients. Modern and approved methods used in 
every department. The nurses are specially trained to 
care for nervous patients. 

For details write for descriptive pamphlet. 
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PETTEY & WALLACE | FOR THE TREATMENT 
MEMPHIS TENN. a Drug Addiction, Alcoholism, 


MEMPHIS TENN. 
Mental and Nervous Diseases 


A quiet, home-like, private, high- 
class institution. ensed. Strictly 
ethical. Complete equipment. Best 
accommodations. 


Resident physician and trained 
nurses. 


Drug patients treated by Dr. 
Pettey’s original method under his 
personal supervision. 

Detached building for mental 
patients. 


KENILWORTH SANITARIUM 


Kenilworth, Illinois 
( Established 1905) 


(Cc. W. Railway. Six miles North of Chicago.) 
and for the of nervous and mental diseases. Ap- 


roved and 
An adequate night nursing service maintained. Sound proof rooms with 
forced ventilation. Elegant appointments. Bath rooms en suite, steam heating, 
electric lighting, electric elevator. 
RESIDENT MEDICAL STAFF: 
Margaret S. Grant, M.D., Sherman Brown, M.D Sanger Brown, M.D, 
Chicago Office 59 East Madison * Street. 
Telephone Randolph 5794 urs 11 to 1, by appointment only. 
All correspondence should 9 addressed to 


Kenilworth Sanitarium Kenilworth, II. 


75 Beds Long 
Distance 

Phone 

Artesian Lamar 

Water 4852 


The Southern Medical Sanitarium 


FOR THE TREATMENT OF 
PELLAGRA AND NERVOUS. ,DISEASES 
FORT WORTH, TEXAS. 

This institution is modern in every particular. It is a pleasant, delightful place 
in which to spend a few weeks. There are 75 beds, and every convenience for the pa- 
tient. Dr. C. C. Parrish has charge of the pellagra cases and Dr. W. C. Rountree the 
nervous diseases. Dr. Truman C. Terrell has charge of the pathological laboratories 


Address THE SOUTHERN MEDICAL SANITARIUM, Fort Worth, Texas. 
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New Mexico Cottage Sanatorium 


—FOR THE TREATMENT OF— 


E. S. BULLOCK, M.D. var MacVEAGH 
Physician- i ILSON, Manager 
I. D. EWY, M i U NIXON, 


Associate ‘Manager 


No region in the world equals the high 
altitude section of the southwestern por- 
tion of the United States for the treat- 
ment of tuberculosis. And of all the cities 
and towns in this section, SILVER CITY 
stands pre-eminent as a health resort. 


Wonderful all-year-round climate. Mod- 
erate winters. Coolsummers. Over three 
hundred days of sunshine each year. 
Hemorrhages rare. Night sweats un- 
known. 


Splendidly equipped institution. Tuber- 
culin in selected cases. Artificial pneu- 
mothorax. Heliotherapy. X-ray. Rates 
for Ambulant Patients from $20.00 to 
$32.50 per week. No extras. 


Silver City, New Mexico Write for descriptive booklet C. 


Glenwood 
PARK 


GREENSBORO 
NORTH CAROLINA 


Telfair Sop itarium 
W. C. Ashworth, M. D., Superintendent 

A strictly ethical institution offering come advantages for the scien- 
tific treatment of Nervous Diseases, Drug and Alcoholic Addictions. A 
modern building of 30 rooms, well heated and lighted and fully 
equipped with hot and cold baths, up-to-date electrical apparatus, etc. 
-Charming location in quiet suburb, where all publicity can be — 
Patients given humane treatment. Originators of the ‘Twilight 
Sleep’”’ treatment for drug addiction. Gradual reduction method also 
used in habit cases. Descriptive booklets for both systems will be 
sent on request. Write for terms. 


HOSPITAL 


A new, modern, up-to-date 
two-story building with roof 
garden, equipped with steam 
heat, electric lights, electric 
signal system and new furn- 
ishings. All rooms outside, 
with or without private bath; 
hot and cold water in each. 


admitted suffer; from 
Gynecological, Obstetrical, 
Abdominal and General Sur- 
gical conditions. Limited number a medical cases accepted. No 
contagious, alcoholic or mental cases admitted. Trained gradu- 
ate nurses and excellent training school. For further information, 


address . DOWNEY HOSPITAL, Gainesville, Ga. 


DR. BRAWNER’S SANITARIUM, ATLANTA, GA. 


FOR NERVOUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS 


Woman’s Building A Cottage 


The sanitarium ig located on the — trolley line, 10 miles from — of 
steam heated, el 


are 
baseball and automobiling. Reference: 
‘Atiants, Ga. 


jectrically many rooms 


cal Profession Address D 


Main Building Playing Croquet 


ve private baths. Patients have m: 


city, near a beautiful suburb, of 80 
DR. JAS. N. "BRAWNER, 2. ‘pide, 
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OCONOMOWOC HEALTH RESORT WISCONSIN 


; . For Nervous and Mild Mental Diseases and Addiction Cases 
= ; Five minutes walk from Interurban between woc and Milwaukee 
On main line C. M. & St. P. Ry. 30 miles west of Milwaukee. 

Built and equipped to supply the demand of the neurasthenic, bor- 
der-line and undisturbed mental case, for a high-class home free from 
contact with the palpably insane, and devoid of the institutional at- 
mosphere. 

Forty-one acres of natural park in the heart of the famous Wiscon- 
sin Lake Resort region. Rural environment, yet readily accessible. A 
beautiful country in which to convalesce. 

The new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare of 
the patient having been provided for in every respect. The bath de- 
partment is unusually complete and up-to-date. 

Number of patients limited, assuring the personal attention of the 
resident physician in charge. 


New Building Absolutely Fireproof - Arthur W. Rogers, B. L., M. D. Resident Physician in Charge 


The Jackson Health Resort 


Dansville, N. Y. 


Dansville is located about seventy miles east of Buffalo, and is reached by good Pullman 
trains from the South. This institution has for Fifty-Seven years been one of the great lead- 
ing resorts for those needing rest and recuperation. It is ethical in its methods and leading 
physicians of the United States send to it freely .patients needing treatment. No insane or 
objectionable cases received. 


DR. JAS. H. JACKSON, Pres. DR. WALTER E. GREGORY, Vice-Pres. 
Write for Literature NEWTON B. GORHAM, Managing Director 


DR. BOARD’S SANATORIUM 


AND DIRECTORS 
Dr. Milton Board, 3 
Pres. and Supt. 
(Late Supt. West Ky. Asylum 
for the Insane.) 
(Late Member of Kentucky 
State Board of Control 
Charitable Institutions.) 


TELEPHONES 
Cumberland . . .S. 480 


Dr. J. T. Windell, mx 
Vice-President 
Dr. Earl Moorman, REFERENCE 


Secretary and Assistant 
Dr. W. E. Gardner, 
(Supt. Central Ky. Asylum) 
Dr. A. T. McCormack 
Dr. Leon L. Solomon, 
Dr. Irvin Abell 


The Medical Profession 
of Kentucky. 


A modern, thoroughly equipped private institution for the treatment of MEN- 
TAL AND NERVOUS DISEASES, DRUG ADDICTIONS AND ALCOHOLICS. 
Situated in the heart of the city, convenient and easy of access, yet quiet and 
secluded. Opposite beautiful Central Park. Terms $20.00 to $35.00 per week. Out- 
side patients charged office fees. For further information address 


DR. MILTON BOARD, Supt., 1412 Sixth St., Louisville, Ky. 
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GLOCKNER SANATORIUM oRADO'sPRINGs, cot. 


CLIMATE 
CARE 
COMFORTS 


For 
Pulminary 
Cases | 


FOUNDED IN 1889 SOUTH FRONT 


*: $300, “gh Sanatorium with surgical annex, modern buildings and equipment. Located amid scenic grandeurs. For 25 years success- 
mgaged in caring for the health-seeker. Rates $15 to $35 per week. Write for catalog, mentioning this Journal. 


DR. BARNES’ SANITARIUM] || Dr. Livingston’s Hospital 


STAMFORD, CONN. HOT SPRINGS, ARKANSAS 


FOR MENTAL AND NERVOUS DISEASES 
and GENERAL INDIVIDUALISM. 


Rates $10.00 to $35.00 per week, including room, 


Splendid location overlooking Long Island Sound board, general nursing and medical attention. 
and City. Facilities for care and treatment un- 
surpassed. Separate department for cases of Examination and surgical operations extra. 
inebriety. 50 minutes from New York City. Address, 
For terms and information apply to 
F. H. BARNES, M.D. JOS. J. LIVINGSTON, M.D. 
STAMFORD, CONN. Long Distance Telephone 1867 Physician and Surgeon in Charge 


CINCINNATI SANITARIU M “33 


FOR MENTAL AND NERVOUS DISEASES 
A strictly modern hospital fully equipped for the scientific treatment of all nervous and 
mental affections. Situation retired and accessible. For details write for descriptive pamphlet. 


F. W. Langdon, M.D., Medical Director 
B. A. Williams, M.D., Resident Physician 
Emerson A. North, M.D., Resident Physician 


H. P. Collins, Business Manager, Box No. 4, 
College Hill, Cincinnati, Ohio. 
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DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addictions and Ner- 


vous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved di- 
agnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each with sep- 
arate lawns, each featuring a small separate sanitarium, affording wholesome restfulness 
and recreation, in doors and out doors, tactful nursing and homelike comforts. Bath rooms 
en suite, 100 rooms, large galleries, modern equipments, 15 acres, 350 shade trees, cement 
walks, playgrounds. Surrounded by beautiful park, Government Post grounds and Coun- 
try Club. 
G. H. MOODY, M.D., Supt. T. L. MOODY, M.D., Res. Physician, J. A. McINTOSH, Res. Physician. 


PRIVATE MATERNITY HOME SOUTH HOUSTON 
For deserving unfortunate, unmarried MATERNITY SANITARIUM 


girls, recommended by their physicians. 


Quiet, homelike, exclusive, protective, strictly Box 596, Houston, Texas 

ethical. Good home for infants provided if de- 

sired. Rates Reasonable. Corcemnonaenes and Twenty-five Minutes ride from Houston on the Inter- 

urban. Take car at Texas and Main streets 

id DR. IRA C. TYNDALL Berlin, Md. 
Long Distance Telephone in Sanitarium 


TO THE MEDICAL PROFESSION: 


§ I desire to call attention to my private Maternity 
Home for patients before and during confinement, 
This institution is home-like in every Parte, 


Pine Crest, Phone, Caton 334, Catonsville, Md. screened throughout; hot and cold baths and all other 


Medica? Director, South customary conveniences. 
HENRY B. KOLB, M.D. ssodloaggs reg I will accept the guarantee of the regular medical 


‘For circular and rates, address Supt. Miss Anna A. profession and will ask no questions of patients, treat- 
Sieling, R. N. ing such with the utmost courtesy at all times. 

A well equipped Sanitarium for the treatment of Mental 5 : 
and Nervous Ribecses, Drug and Alcohol Habits, etc. I am prepared to secure the adoption of infants into 


first-class homes, as I have applicants on hand from 
the best people at all times. 


I am in a position to secure the best medical ser- 


in a ito se 


liberty to use the physician of their choice, provided 
yee perenne oF such physician is an ethical, legal practitioner. 
m rug IctIONS Interurban car line passes within a block of the 
Avoidance of shock and suffering enables us to treat Home. I will attend to baggage, etc. Full directions, 
safely and successfully those extreme cases of morphinism and any further information by mail. 


that from long continued heavy doses are in poor physical 


condition. Mrs. J. C. McCDEARMON, Matron 


Hillsdale, Baltimore County, Maryland. 
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LABORATORY OF DR. ALLEN H. BUNCE 


ATLANTA, GA. 
A well-equipped Clinical Laboratory for the examination of pathological, bacteriological and serolog- 
ical specimens for physicians and surgeons. ae 
Wassermann Reaction, Five Dollars. Autogenous Vaccines prepared. Milk and water examinations. 
Reports telegraphed upon request. 
Mailing tubes for specimens and fee list in application. 
Address ALLEN H. BUNCE, A.B., M.D. Healey Bldg., Atlanta, Ga. 


OXFORD RETREAT 
OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 


FOR MEN AND WOMEN 


96 Acres Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C. H. & D. 

- R. 10 Trains Daily 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 
R. HARVEY COOK, M.0.. Physician-in-chiet 


Richmend Va. 


Dersonally conducted DeS MGuire 


for the Accommodation of his Surgical Patients. 4 
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School of M 


MOBILE, ALABAMA 
Rated Class A. Registered “Standard” by N. Y. State Educational Department. Laboratories of 
Anatomy, Physiology, Biology, Bacteriology, Pathology and Pharmacology. Equipped with latest 
standard apparatus. Operated by all-time Teachers. Instruction in Junior and Senior years mostly 
clinical. Below are shown four of the institutions affiliated with us for clinical work. 


MOBILE CITY HOSPITAL MOBILE CITY DISPENSARY 


206 beds. Internes appointed and controlled by the — Controlled and operated yd ~ School. Over 10,000 patients 
Clinical material ab by div: treated by Under direction 
ed into small sections under all-time io, of poet ode teachers. 


ALABAMA MATERNITY AND INFANT HOME U. S&S, MARINE HOSPITAL 


Mobile, Ala. Capacity, 10 maternity cases and 100 infants. Mobile, Ala. Surgeon in charge professor of Tropical Med- 
Professors of Obstetrics and Pediatrics icine in the college. Patients utilized by order of 
control. Secretary Treasurer of Uni States. 


For entrance requirements and full information address DR. T. H. FRAZER, Dean, Mobile; Alabama 
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New York Polyclinic Medical School and Hospital 


341-351 West 50th Street, New York City 


General, Separate Clinical and Special Post-Graduate Courses of Individual 
Instruction given throughout the year, beginning at any time, and for any 
period of time. Laboratory, Cadaver and Operative Courses in all branches. 
Instruction planned to meet individual requirements. Courses of Practi- 
cal Work under tutelage for periods of three months, six months, one year, 
for specialists. Individual Instruction in the following branches: 


Major and Minor Surgery Rectal Diseases 
Hernia (local anesthesia) Anesthesia 
Cystoscopy (male and female) Physical Diagnosis 


Urethroscopy and Endoscopy 


Neurology and Neurological Surgery Infant Feeding and Diagnosis 


(brain, spinal cord, peripheral nerves) Tuberculosis (Pulmonary, glandular, bone) 
Dermatology (skin pathology) Drug Addictions and Toxemias 
Gynecology (operative; non-operative) Diseases of Stomach (dietetics) 

Eye (including Refraction), Ear, Nose, Throat X-Ray and Electro Therapeutics 


State particular information desired when writing. 
Address inquiries to JOHN A. WYETH, M.D., LL.D., President of the Faculty 
or MR. JAMES U. NORRIS, Superintendent 


UNIVERSITY of LOUISVILLE 


MEDICAL DEPARTMENT 

Seventy-ninth annual session begins Sept. 28, 1916. Entrance Requirements: One year of 
college work in Physics, Chemistry, Biology and a modern language, in addition to the 14 units’ 
work in an accredited high school. 

A premedical course of instruction is given in the Academic Department of the University. 

Well-equipped laboratories under full-time teachers. 

Clinical work in the new Million-dollar Public Hospital. For further information and cata- 
logue, address the Dean, 


HENRY ENOS TULEY, M. D., Louisville, Ky. 


New Orleans Post-Graduate School of Medicine 


Next Regular Session begins October 1st. Students admitted throughout the year. 


UP-TO-DATE POST-GRADUATE INSTRUCTION to meet the requirements of the General 
practitioner or the Specialist in all branches of Medicine and Surgery. 


ABUNDANT CLINICAL MATERIAL. Unexcelled clinical facilities in all the hospitals of 
the city of New Orleans, particularly the Great Charity Hospital where members of the faculty 
occupy the highest positions on the Visiting Staff. 

FACULTY LARGE, permitting Individual instruction and special work if desired. 

For further information address Joseph A. Danna, M.D., Secretary, Suite 716 Maison Blanche 
Building, New Orleans, La. 
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The Chicago Policlinic and the Post-Graduate Medical School of Chicago 


AFFILIATED 
i Own and control completely their own Hospitals, Laboratories and large Dispensaries. The Staff consists of men 
| F well known in the profession. The Teaching is largely Clinical, in Special Courses Didactic and Clinical. 
| Matriculation and general tickets good for both Schools. Clinical courses for the General Practitioner. 
N Special and Private Personal Courses in: Anatomy, Pathology, Laboratory Work, Ph — Diagnosis, X-Ray, 
4 peg pores al Operative Surgery on the Cadaver, Operations on Ear, Nose and Throat, 'ystoscopy and other spe- 
cial studies 
Surgical Assistantship—Personal—at Post-Graduate Hospital. Interneship. Nurses’ 
For further information address’ either 
et The Chicago Policlinic The Post-Graduate Medical School of Chicago 
; M. L. Harris, Sec’y. Emil Ries, Sec’y. 
| Dept. B, 219 W. Chicago Ave. Dept. B, 2400 S. Dearborn St. 


Training Schools. 


| The Philadelphia Post-Graduate School of Neurology 


This school affords unusual opportunities for | nip go instruction in neurology and psychiatry, having at com- 
mand the large neurological and psychopathic wards of the Philadelphia General Hospital, the Philadelphia Hospital 
for the Insane on the same grounds, other large hospitals and several laboratories. The instruction is given by the 
members of the Neurological Staff of the Philadephia General Hospital, their associates and assistants. Each period 


of instruction extends over six weeks and the fee for the course is twenty-five dollars. 
For further information address DR. CHARLES K. MILLS 1909 Chestnut Street, Philadelphia 


Medical Gollege of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA Rent an 


U N D E RWO D 


STUART McGUIRE, M.D., Dean 
Typewriter 


New college building, completely equipped and modern 
laboratories. Extensive Dispensary service. Hospital fa- 
cilities furnish 400 clinical beds; individual instruction; 
experienced faculty; practical curriculum. For catalogue or 


Its simplicity of construction and ease 
J. R. McCAULEY, Secretary, ti h d thi 
1140 E. Clay Street Richmond, Virginia 
; | the choice of the greatest typists and 


largest corporations. 


Atlanta Clinical Laboratory 


The “Just as good as the Under- 


10th Floor Canter Building Atlanta, Ga. 
s +h Dent, 4 
the increased for (Wasserman in wood argument, advanced for the 
Tain sable to-do “Wassermann's for’ $5.00 ‘where $10.00. formerly sale of other typewriters, sums up all 
Ow ice. 
a ose the proof of Underwood supremacy. 


Tissue snaminstions 5 00 
Urines 3 00 

5 00 

0 00 


Autogenous Vaccines 


Vaccines made of the exciting pathological organism, The Machine You Will 


25 ampules of graduated doses sent. Precipitin test for 
human blood in blood stains. Reports wired when Eventually Buy 
money accompanies specimen, if requested. ; 


OR. C, W. GOULD, Manager DR. R. C. CURTIS, Assistant 
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If You Desire 
Valuable Information 


ON 
(a) The Newer Aspects of Blood 44 
Examination 

(b) The Complement Fixation Test 


se 


Abderhalden’s Sero-Diagnosis 


Fill out this coupon and receive a 
booklet without charge 


Chicago Laboratory 
25 E. Washington St., Chicago. 
Please send to my address booklet on 


al] cL (Check subjects wanted) 


Chicago Laboratory 
25 E. Washington, St. 
Chicago, III. 


Look for the RED HEART on the bottle label—no RED HEART, it’s not Stafford. 


STAFFORD WATER 


The BO-GA-HA-MA of Life) of the Indians» 
DIURETIC 
DILUENT 
APERIENT 
HEMATIC 


Dr. Henry Froehling, of Froehling & Robertson, Chemists, Richmond, Va., on 

October 30, 1914, collected in person water from Stafford Springs from which to 

make an exhaustive test. A complete report has just been made on the water—a 

report that justifies all the claims made of Stafford Water by its many friends. 
Dr. Froehling in his report comments as follows: . 

“It has been shown that Radio Emmanations are very effective in Gout, Rheumatism, 
Sclerosis of the Arteries, and that the use of Radio Active water either by drinking or 
bathing, have a strong tendency to increase the activity of the kidneys and bladder. 
This has perhaps been no uncertain factor in producing the many cures of Nephritis 
and other kidney troubles credited to the Stafford Mineral Water. 

Stafford shipped in any quantity—handled by all druggists. 
We have excellent hotel acc dati at reasonable rates. 


STAFFORD MINERAL SPRINGS AND HOTEL CO., LTD. 


Operated by COLBURN, MORGAN COMPANY, 
VOSSBURG, MISS. 


Look for the RED HEART for genuine Stafford Water. 


Write for booklet and analysis 
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Important Announcement 


To Our Southern Customers 


accordance with our policy of a real practical personal service to our 
customers, we are pleased to announce the opening of our second sales 


O= to our rapidly increasing business in the Southern States, and in 
branch in Southern territory. 


In addition to our already well known branch at Atlanta, Georgia, we have 
inaugurated another branch at Charlotte, North Carolina, insuring those physi- 
cians in the Eastern States a complete personal service at all times. 


This new branch will be under the personal direction of our Southern Sales 
Manager, Dr. I. B. Kronenberg, and his capable assistants are ever at the ser- 
vice of those physicians who are either directly or indirectly interested in 
X-Ray work. 


CONSTANTLY AT YOUR SERVICE 


It is our desire that every physician of the South understand thoroughly the 
intrinsic merit of our goods and service. Dr. Kronenberg, and his assistants are 
thoroughly trained and capable of giving you a wealth of information. They 
are noted for the neatness of their installations, and their frequent inspections 
are a source of great satisfaction. 


CHARLOTTE, N. C. ATLANTA, GA. 


809 South Tyron St. Box 825 


Scheidel-Western X-Ray Co. 


Largest Manufacturers of X-Ray Apparatus in the World 
| 737-739 West Van Buren St. 
CHICAGO, ILLS. 


Dr. I. B. Kronenberg, Southern Sales Manager, 
SCHEIDEL-WESTERN X-RAY CO. 


Dear Sir: 
O X-Ray Apparatus 


I am interested in O High Frequency Apparatus 
O X-Ray Accessories 
Without obligation, I would like to have your catalogs, and please ar- 
range to have salesman call when in my vicinity. 
MAIL TO 
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When Prescribing a Safe and Dependable Food 


in infant feeding—the manufacturer’s name means a great 
deal. The cleanliness, safeness and wholesomeness of 


Gout Toreler 


EAGLE 


CONDENSED 


eS THE ORIGINAL 
Cara) have earned the confidence and good-will of the medical 
———— profession for over fifty-nine years. ‘‘Eagle Brand” was 


awarded the Grand Prize (Highest Award) for quality 
and excellence at the recent Panama-Pacific Exposition. 


Send for samples, analysis, feeding charts in any language and 
our 52-page book, ‘‘Baby’s Welfare.’’ Mailed upon request. 


BORDEN’S CONDENSED MILK CO. 


Est. 1857 “Leaders of Quality” NEW YORK 


CONDENSED 


W vor«. u. 


Wassermann Test 
And its control, - - - - - - - = Both Tests, $5.00 


Hecht-Weinberg 


Pasteur Treatment 
Course of 18 doses, including glass syringe and needle, - - $50.00 


$5.00 


Autogenous Vaccines 
(20 cc. vials or twelve 1 cc. amples) - - - - - - = $10.00 


We perform all kinds of laboratory and diagnostic work. 
WE WILL SUPPLY YOU WITH ALL KINDS OF GLASS- 
WARE AND NEEDLES FOR SENDING IN SPECIMENS. 
WRITE OR TELEGRAPH US. 


GRADWOHL BIOLOGICAL LABORATORIES 


803 N. Garrison Ave., St. Louis, Mo. R. B. H. Gradwohl, M. D., Director 
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AMENORRHEA, DYSMENORRHEA AND SEVERE NERVOUS SYMPTOMS 


Successfully Treated With 


LUTEIN-CORPUS LUTEUM 


EXTRACTS FROM CASE REPORTS: 


“Miss L. M., May 21, 1912, aged 22, complained of amenorrhea and nervousness. The menstruation began at 
13, had always been irregular, lapses of from two to eight months occurring. This patient was started on six 
grains of luteum per diem and after a few days began to show a trace of menstruation, which had not appeared 
for seven weeks. The dose was increased to 12 tablets a day, when the flow became profuse and lasted in all 
five days, when the luteum was discontinued. She stated that she had never had a menstrual period similar to 
this before.”—Dr. Curtis F. Burnam, “The Journal” A. M.A., August 31st, 1912, page 698. 

“In this last class, dysmenorrhea should be especially included. In my own practice I have observed, in a 
truly extraordinary manner, the cure or relief of many such cases through the medium of this type of organo- 
therapy. My best results, however, have been gained in the administration of corpus luteum for the relief of the 
severe nervous symptoms attendant upon the menopause of both the physiological and artificial varieties and the 
functional amenorrhea of young women.”—Dr. Adam P, Leighton, Jr.,. The American Journal of Obstetrics and 


Diseases of Women and Children, November, 1915, page 878. 


The results referred to were obtained by the administration 
of Corpus Luteum of the SOW, as presented in 


LUTEIN TABLETS—H. W. & CoO. 


Complete reprints of papers, including numerous other case reports, 


furnished upon request 


THE HYNSON, WESTCOTT & COMPANY 


PHARMACEUTICAL LABORATORY 
Baltimore, Maryland 


LABOR 


Armours 

Pituitary Liquid— 
is physiologically 
standardized and is 
free from preserva- 
tives. 1c c am- 
poules, boxes of six. 

Thyroids— 
Standardized. Pow- 
der; Tablets, 2 gr., 
1 gr., % gr. 

Pineal Substance— 
Powder and Tablet, 
1-20 grain. 

Parathyroids— 

Powder and Tablets, 
1-20 grain. 

Pituitary, Anterior— 
Powder and Tablets, 
2 grain. 

Pituitary, Posterior— 
Powder and Tablets, 
1-10 grain. 


Our advantages make us 
headquarters for the or- 
gano-therapeutic products 


Corpus Luteun 


(Armour) 


DEBINITE results follow the use of true 
Corpus Luteum in amenorrhea, dys- 
u menorrhea, hysteria, neurasthenia, the dis- 
turbances during the menopause and after 
_oophorectomy. 


Corpus Luteum (Armour) is guaranteed to be 
from true substance and is supplied in 2-grain 
capsules, bottles of 50; 5-grain capsules, bot- 
- tles of 50; 2-grain tablets, bottles of 100 . 


ARMOUR 4x° COMPANY CHICAGO 
M-32 


l 
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MEDICINE 


(INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, DIAGNOSTIC 
METHODS, ETC.) 


THE ALLEN TREATMENT OF DIA- 
BETES BY FASTING.* 


By Isaac IVAN LEMANN, M.D. 
Professor of Clinical Medicine Tulane 
University of Louisiana 


New Orleans, La. 

The plan which Allen has proposed for 
the treatment of diabetes, based upon the 
results of his experimental work upon 
dogs, has been before the medical public 
now nearly eighteen months. During that 
time considerable experience with it has 
been accumulated. Allen and Joslin have 
reported upon fairly large series of cases. 
Hill and Sherrick reported seven cases. 
Probably others would be able to report 
upon similar small series. In view of the 
radical principles laid down. by Allen it 
would seem wise that all who have had 
any experience with the method should 
report their results and their impressions 
of the validity of Allen’s claims and that 
the subject should be presented for dis- 
cussion at such meetings as this. The 
present paper is presented in this spirit. 

Aflen found that he could produce in 
dogs a diabetes of varying intensity by re- 
moving a greater or less portion of the 
pancreas. ..No matter what degree of 
severity ma¥ked the disease produced, it 
was made worse by putting on that part 
of the pancreas remaining a functional 
strain greater than its capacity to bear. 
Per contra the severity of the disease was 
favorably influenced by protecting the 


*Read in Section on Medicine, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Texas, Nov. 8-11, 1915. 


pancreatic internal secretion function 
from such an undue strain. Thus a dog 
whose pancreas had been damaged to the 
extent that the animal would become glyc- 
osuric only after the ingestion of large 
amounts of carbohydrate could be kept in 
this favorable condition if this tolerance 
was respected, whereas if he was per- 
mitted to disregard it, his tolerance would 
sink to a lower level. All this is in con- 
sonance with clinical observations in the 
human and with the teachings of Naunyn 
and Van Noorden in particular in regard 
to treatment. Allen’s first contribution to 
our conception of diabetic conditions lies 
in his emphasis of the importance of this 
physiologic strain as contrasted with 
that of the actual anatomic damage prob- 
ably lying at the root of the trouble. 


His next contribution to the treatment — 
of human diabetes is also based upon his 
dog and cat experiments. He found that 
he was able to make every animal aglyco- 
suric, even those of the severest types of 
diabetes, by starving them. This period 
of starvation varied in length from one 
day to a number of days. The animals 
having become aglycosuric were kept so 
by a rigid restriction of their diet within 
their point of tolerance even where this 
was low. Allen observed that the animals 
so maintained aglycosuric, while thin 
were otherwise apparently normal and 
lively and contrasted favorably with con- 
trol animals who were permitted to eat ad 
libitum and exceed their tolerance. In 
the end the control animals were feeble 
and apathetic, even when their nutrition 
apparently exceeded that of their re- 
stricted comrades. 


Allen’s belief is that we have been 
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wrong in trying to maintain or increase 
the weight of our diabetic patients where 
glycosuria persists, for such attempts 
simply keep the body at a size beyond the 
capacity of the pancreas to provide suf- 
ficient internal secretion for it. Better, 
therefore, to have the body thinner and 
have enough pancreatic secretion to do 
the work of the smaller body. This pan- 
creatic internal secretion he would have 
us conceive as an amboceptor binding 
blood-sugar to the tissues. When the am- 
boceptor is lacking the unbound sugar is 
secreted by the kidneys. 

Allen’s proposals then are: 1. To 
starve the patient until his urine is sugar- 
free. 2. To add gradually to his diet un- 
til his point of tolerance of protein and 
fat, as well as of carbohydrate, is reached. 
8. To remain within these points of toler- 
ance, no matter how low they may be and 
no matter how thin the patient may be. 
Attempts to increase the patient’s weight 
by the addition of large numbers of fat 
calories to the diet results in the return 
of the glycosuria. 

The proposal of starvation days is of 
course not new. Van Noorden particularly 
has made use of them in connection with 
his oat meal cures. Allen’s technique is 
different, however, his basic conception 
radically different; his claims for his 
method flatly contradict former theories. 
Thus the much dreaded ketonuria and 
acidosis hitherto regarded as precipitated 
by starving diabetics, he claims is averted, 
and when present is reduced by his starv- 
ation method. 

Certainly his proposal to reduce the 
weight of our patients and permanently 
thin is the very opposite of everything 
we have been taught up to now. The 
weighing machine has been regarded as 
essential in the handling of diabetes as 
the thermometer in the treatment of fe- 
ver, and we have endeavored to maintain 
or improve the nutrition of diabetic na- 
tients, considering this secondary in im- 
portance only to keeping them aglycosu- 
ric. 

My short experience with Allen’s meth- 
od, embracing now five cases, has served 
to free me of the fear of vrecivitating a 
severe acidosis by the sudden starvation; 
and, secondly, it has convinced me in one 
severe case, which I shall presently de- 
scribe, of its great possibilities in certain 


cases at least. The other four cases were 
mild. Two of them I had tried in vain to 
bring aglycosuric by gradual reduction of 
carbohydrate intake, then of protein in- 
take and finally, in one of them, by the 
interposition of green days. These two 
patients became aglycosuric in twenty- 
four and forty-eight hours of starvation, 
respectively. The other two mild cases 
required twenty-four and _ seventy-two 
hours’ starvation, respectively. In none 


of these four did acetone appear in the 


urine. None of the patients had any seri- 
ous complaint; in fact, they seemed to 
suffer rather less from the pangs of hun- 
ger than would the average normal indi- 
vidual. This was quite a revelation to 
one who is accustomed to the usual im- 
mense appetite of diabetics. Not only 
was the disappearance of the glycosuria 
brought about more promptly and with 
less trouble both to the patient and to 
me than by the former technique, but it 
was possible to build up for each of these 
patients quite a livable diet and still main- 
tain their aglycosuria. In the two pa- 
tients whose points of tolerance I had tried 
to determine by the older method, I found 
the new tolerance quite satisfactory and 
far in excess of what it had been prior 
to the fast. I regret, however, to have to 
report that it was impossible to convince 
two of my patients with mild diabetes of 
the necessity of remaining within the 
limit set for them and they have again 
had sugar in their urine. It must be em- 
phasized, however, that this is no fault 
of the method, for the dietary in both in- 
stances, as worked out after the fast, was 
one that was quite livable in all respects 
and allowed a large latitude in quantity 
and variety. 

The severe case which I have already 
mentioned was the most instructive. 


A woman of fifty-three years had noticed at 
Easter time, 1915, “a painless but obstinate ul- 
ceration on thé planter surface of both great 
toes.” For this she consulted her family physi- 
cian, who at once suspected diabetes and promptly 
confirmed his diagnosis by finding sugar in con- 
siderable quantity in the urine. He wrote me 
that he was afraid, however, to put her at once 
on a strict anti-diabetic diet because she had 
been having recurring attacks of fever. The per- 
forating ulcers improved for a while under local 
treatment. The patient, however, continued to 


‘ 
j 
| 
tRe 

‘i 

7 

ig 

4 

| 


LEMANN: THE ALLEN TREATMENT OF DIABETES BY FASTING 


lose weight. On July 19, 1915, she was referred 
to me and was brought to New Orleans from her 
home sixty miles distant. Just prior to that time 
she had taken a turn for the worse, had fever 
again and “one of the ulcerated toes became 
acutely inflamed and began to discharge.” The 
patient gave a previous history that is entirely 
without interest except for the following points: 
Seven years ago she weighed 220 pounds and she 
had been losing weight steadily since, so that 
she now weighed (July, 1915), approximately 150 
pounds. For a number of years she had ob- 
served a numbness in both hands and feet. In 
1912 she had pain in the epigastrium for two 
months. At the beginning of the present illness 
she again had pain in the epigastrium. Physical 
examination upon her admission to the Hotel 
Dieu, July 19, 1915, showed an infected perforat- 
ing ulcer of the left great toe, which was enlarged 
to twice its normal size. On the planter surface 
there was a bluish purplish discoloration. The 
dorsum of the foot was dusky red and there was 
pitting extending up to a little beyond the ankle. 
The perforating ulcer on the right great toe was 
entirely healed. The patient’s temperature was 
102.8 and the pulse 120. The general examina- 
tion revealed nothing else of importance. The 
urine showed 2% sugar, 3% albumen (moist), 
and strong diacetic and acetone reactions, many 
casts. In the view of the spreading infection and 
the associated gangrene which showed further 
advance next morning, an immediate amputation 
was advised. This was acceded to and Dr. Marion 
Souchon amputated below the knee. Following 
the amputation a fast was inaugurated. Since 
the ketonuria was extremely marked, bicarbonate 
of soda was given by mouth and also a number 
of times by intravenous infusion. It was ex- 
tremely gratifying to observe the gradual disap- 
pearance of the sugar and of the ketone bodies 
from the urine. Formerly I would have been tim- 
orous about the fast under the conditions exist- 
ing and would have insisted upon giving some 
carbohydrate food. As it was, the outcome was ex- 
tremely dubious, for the patient remained septic 
for a number of days. Once she was sugar-free, 
however, and she was started upon the gradually 
increasing diet, she made remarkable progress. 

In the skin flaps of the amputation there was 
at first some recurrent gangrene, but this very 
promptly delimited itself. Except for this and a 
slight amount of sloughing of the muscle flaps 
the stump did very well. The patient was dis- 
charged after a month, leaving the hospital on 
crutches in an excellent condition. 

All abnormalities had disappeared from the 
urine. The diet which she was instructed to 
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follow included a liberal allowance of vegetables 
and meat and a modicum of bread. A recent 
letter from her physician reports that she is still 
free from sugar and that she continues to im- 
prove, 


In going over some of my older cases 
in the light of Allen’s recommendation to 
keep diabetics thin I have been struck by 
the fact that there seems to be some good 
clinical basis to support his contention. 
Some fat diabetics have found, as it were, 
their own level. I mean by this that they 
have lost weight until they have ceased 
to be obese and at the same time they 
seem to have reached a point where they 
are maintained aglycosuric with consid- 
erable less trouble to themselves in the 
way of diet restrictions as well as to their 
physician. For some years it has been 
my custom when temporarily discharging 
a diabetic to tell him to weigh frequently 
and to report whenever he found that he 
gained or lost more than a certain number 
of pounds. 

In conclusion, my brief experience with 
the method has been sufficiently satisfac- 
tory and enlightening to encourage me to 
proceed. What the end results will be in 
after years remains, as Joslin has pointed 
out, to be seen. The difficulties of the 
starvation plan are not as great as would 
at first appear. While I would prefer to 
have my patients in a hospital, still I 
would not hesitate to carry out the regime 
in a private home, provided I have the in- 
telligent, sincere co-operation of the pa- 
tient and the housekeeper. I have done 
so without difficulty. What is essential, 
as it always has been essential, in the 
treatment of diabetes is the willingness 
of the physician to take pains in the in- 
dividualization of the handling of his pa- 
tients. No schematic arrangement will 
entirely fit every case. To this willing- 
ness must be added of course some knowl- 
edge of the composition of foods and their 
caloric values. This knowledge is best 
obtained and best added to by constantly 
treating patients with our diet tables be- 
fore us, daily computing out the diet we 
propose to prescribe. Such familiarity 
with the tables finally makes them our 
own. 


In the following discussion reference is made 
to Dr. McLester’s paper. This was the oration on 
medicine entitled “Glycosurias,” by Dr. James S. 
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McLester, Birmingham, Ala., and appeared in our 
February issue, pp. 99-106. 


DISCUSSIONS 
Papers of Drs. McLester and Lemann. 


Dr. Allan Eustis, New Orleans, La.—Both of 
these papers have been extremely interesting to 
me, and both of them carry a message which we 
should all take home with us. 

There is one point Dr. McLester brought out 
which I think is at the basis of Allen’s success. 
He spoke of the detoxicating power against pro- 
teolytic poisons which the organism possesses, 
these poisons originating from unoxidized proteid 
material. The aromatic group found in the break- 
ing up of the proteid molecule is detoxicated by 
combining with a sulphuric acid radicle and po- 
tassium. As Croftan has shown, when the sul- 
phuric acid radicle is no longer available, or when 
the demands upon it are too great, nature at- 
tempts to neutralize the aromatic poisons by 
combining them with acetic acid or glycuronic 
acid. This latter substance is formed from glu- 
cose by partial oxidation, and it is conceivable, 
according to Croftan, that a vicious cycle may 
be set up by over-stimulation of the partial oxida- 
tion of glucose, due to an excess of intestinal 
poisons. We have all in the past overlooked the 
necessity of regulating the protein metabolism in 
our efforts to overcome the glycosuria. I have 
persistently for a number of years urged the im- 
portance of considering the protein metabolism 
of diabetics, and before the Louisiana State Med- 
ical Society in 1913 I attempted to classify acid- 
osis into an endogenous and an exogenous type, 
and I still believe that the exogenous, or that 
produced from an over-indulgence in protein foods, 
is the most severe. 

In diabetes it has been my practice in the last 
six years to consider diabetic acidosis or coma 
due to substances taken in by the intestinal canal 
over the power of the body to oxidize, and my 
clinical experience bears out Allen’s’_ teaching. 
However, in my opinion, he goes too far, because 
there are a number of these cases that can be 
kept in excellent health and gain in weight, and 
yet have a little sugar in the urine. The sugar 
never kills these patients, and I think that in- 
stead of adopting a routine treatment for all 
cases of diabetes, each individual should be con- 
sidered separately. I have patients going around 
whom I have kept under observation for four 
years, who are yielding from 18 to 30 grams of 
glucose a day. They feel well, keep their weight, 
and were it not for the urine examination one 
would not regard them as ill. If I were to at- 
tempt to eliminate that sugar, they would at once 
become sick men and be unable to attend to 
their duties. Their sugar comes from a certain 
amount of proteid which is necessary for their cell 
metabolism, and I can not get them sugar-free 
without getting them so weak that they are in- 
capacitated. 


Dr. John R. Lehmann, Dallas, Texas.—Those of 
you who are familiar with the publications of 
Dr. Allen feel about his reports as I do, namely, 
that they offer a great deal of encouragement to 
us in the treatment of our diabetic cases. Dr. 


Allen reports that his treatment in his own 
hands has been so successful that patients are 
glad to co-operate with him. 

Diabetes to me used to be a bugbear. I used 
to say, “Oh, my, think now of having to work 
out a diet for a diabetic patient, and of con- 
stantly watching to see that somebody does not 
pass something to him that they should not.” 
All this requires constant vigilance with the pos- 
sibility of failure under these circumstances. As 
I have said, Dr. Allen reports that patients are 
not only willing but glad .o carry out this treat- 
ment; he is able to explain it to them and point 
out the reasons why these things are done in 
such a way, and they not only see the reasonable- 
ness of it theoretically, but they also, because of 
the immediate results, are able to see the rea- 
sons practically and therefore co-operate in the 
work. That, it seems to me, is one of the strong 
things to be said for the Allen treatment. These 
patients co-operate immediately and completely, 
and therefore the treatment is successful. 

I wish briefly to report a case in connection 
with this paper about which I am not clear. This 
was a case which was observed first in the out- 
door clinic of the Baylor University School of 
Medicine, and sugar was found. The patient 
came primarily for an ulcer upon his nose and 
one upon his neck. Had there not been two, 
they might have been considered as neoplastic. 
I do not know yet exactly the nature of them. 
Also they may have been considered diabetic, 
although I am not sure it was a case of diabetes, 
and I will tell you why: This man was reported 
on two successive days in the outdoor clinic as 
having sugar in his urine. He was sent to the 
Municipal Hospital of the city for the purpose 
of carrying out the Allen treatment on him, if it 
were possible. He was starved, given absolutely 
nothing but water for seventy-two hours, and then 
he rebelled so strongly the starvation had to be 
discontinued, although he was not at that time 
sugar-free. But the interesting point to me was 
that he did not become sugar-free on absolute 
starvation, so far as we could tell; nevertheless, 
when put on a general diet before the starvation 
was started to determine whether there was a 
glycosuria or a general diet, and if so how much, 
on one or two days he had no sugar. He left the 
hospital before observations were completed. He 
was a waiter in a restaurant and had access to 
all kinds of food. I asked him to report at the 
office for several days until I could determine 
whether he had permanent glycosuria or whether 
there had been deficiency in observation. He 
was apparently on a general diet, although he 
said he was following out my directions. Once 
during three successive days he showed no sugar 
in his urine; there was a reducing substance, but 
it could not be called sugar. On the other two 
days he had a definite sugar reaction. 


Another feature of his case was some tempera- 
ture and the presence of pus in his urine, and 
the question arose in my mind whether, with in- 
termittent glycosuria and with manifestations of 
kidney irritation, that man actually had diabetes. 
On the other hand, when the man was put on 
starvation diet for seventy-two hours, he had a 
heavy sugar precipitate during all that time, but 
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did he or did he not have diabetes? I should like 
to propound that question to the members in this 
discussion this morning for their thought and 
opinion. 


Dr. M. L. Graves, Galveston, Texas.—I regret 
very much that I was not able to hear all of these 
papers, and I was not able to hear all of the 
points brought out by Dr. Lemann in his valuable 
contribution. 

For the information of those who have not 
read the most recent information upon this sub- 
ject, I will say that you will find in the American 
Journal of the Medical Sciences two articles— 
one by Frederick M. Allen and one by Dr. Elliott 
Joslin, who discussed the subject from the stand- 
point of Allen’s-hypothesis, and the practical ap- 
plication by Joslin in clinical cases, including the 
dietary with the proteid and carbohydrate and 
fat caloric values of foods. 

I wish to say, first of all, that cures should not 
be reported of diabetes until it is certainly proven 
a case of pancreatic disease. Cases of glycosuria 
are reported everywhere in people, forty-five and 
fifty years of age, of the fatty type which will 
reduce Fehling solution, and who get well with 
proper diet and exercise. They do not belong to 
the class of pancreatic diabetes. If you use Bene- 
dict’s solution in making tests of the urine you 
will not cause a precipitate with the glycuronic 
acid compounds as Fehling’s solution will do. 


I do not believe diabetic cases come to us early’ 


enough. for a very successful therapy either with 
diet or with anything else. 

As has been stated by one of the gentlemen, 
the presence of sugar in the urine is merely a 
symptom. There must be a preceding hypergly- 
cemia. If we could determine before the sugar 
appears in the urine the causes of sugar in the 
blood we might anticipate this disease and cure 
it before it has such a well established hold upon 
the patient. With the newer methods of duodenal 
examination with the duodenal tube, with the 
examination of the pancreatic ferments, and ex- 
amination of the stools and urine, and the blood 
itself, we may be able to arrive at some earlier 
diagnosis than the presence of sugar in the urine, 
A large number of these patients do not get to 
us until they have lost so much weight, until 
they have marked polyuria, or glycosuria to such 
a degree that the treatment by the Allen method 
or any other method is wholly unsatisfactory and 
unsuccessful. 

I want to say to Dr. Eustis, I do not believe his 
patient is well. His statement is entirely un- 
justified. He may have a case of pancreatic dia- 
betes that has been excreting urine for ten years, 
but that patient is not well, and if it is not really 
a case of the alimentary fatty type he will find 
one of these days that his patient will develop 
acidosis coma or a marked increase of his symp- 
toms and die of genuine pancreatic diabetes. 

In this connection I would like to call attention 
to an experience I had recently, suggested per- 
haps by an unusual pancreatic origin of such dis- 
ease. I had a woman under my observation who 
had everything she ought to have in life. She 
was very stout. She developed cardio-vascular 
disease between forty and fifty years of age, and 
then a general anasarca. That was not difficult 


to relieve by rest in bed and improvement of her 
heart symptoms, and while under my observation 
she developed an intense pain in her back with 
sugar in her urine, after I had known her to be 
sugar free for ninety days. This sugar persisted, 
and we could not find any cause for it nor for the 
pain in her back. I had a laparotomy performed 
and found a malignant growth in the pancreas 
about the size of a small hen’s egg. The diabetes 
continued until the patient died in acidosis coma. 

One of the peculiar symptoms this patient de 
veloped was a rapid growth of hair upon the 
upper lip and chin. These hairs were removed 
with an electric needle, and two hairs seemed 
to grow for every one that was taken out, so that 
at the patient’s death she had a well-developed 
mustache and a marked growth of hair on the 
chin. It is the only case of that kind I have run 
across in which the pancreas has been so dis- 
eased, and in which we were able to find the 
actual local lesion in the pancreas. 

Dr. James S. McLester, Birmingham, Ala.—I 
want to say a word of appreciation of Dr. Le- 
mann’s paper, because I feel that it is the most 
important communication upon the program. 

In the past year I have treated by the Allen 
method eight cases. It is too early to estimate 
ultimate results. It may be that diabetes is a 
slowly progressive disease and that treatment can 
at best arrest its course only for a time. Still, 
it seems to me that Allen’s treatment promises 
more than anything else and that if anything 
which we now have can permanently arrest the 
course of diabetes mellitus, this method of Al- 
len’s offers most. 

The experimental work of Allen shows very 
clearly that the islet cells degenerate when over- 
stimulated by the presence of an excess of sugar 
in the blood, and if, by appropriate diet with con- 
sequent rest, they will regenerate. 

The patient who starts upon the Allen treat- 
ment and later abuses his liberties through ex- 
cessive diet is worse off than he was at first. 
Excessive emotion and nervous excitement will, 
in my experience, influence unfavorably the course 
of diabetes. These two precautions should, I feel, 
always be borne in mind. 

Dr. Isaac Ivan Lemann, New Orleans, La. 
(closing).—There are a number of points I would 
like to lay stress on. In the first place, I think 
that it is improper to speak of a cure of diabetes. 
Allen does not speak of a cure of diabetes and 
has no intention of proposing his treatment as a 
cure. In the case of a man whose heart has been 
restored to compensation after having been de- 
compensated, we do not think of the heart as 
being cured, but we think of it as being perma- 
nently damaged, and we try to keep the patient 
within the limits of the damaged heart. Allen 
would have us think of these patients with dam- 
aged pancreas in the same way and urges us to 
keep them within the limits of their damaged 
pancreas, so that we ought not to speak of cures, 
but of protecting the damaged pancreas from un- 
due strain. 

I want to say, too, that as far as the obese 
cases of diabetes are concerned, the new propo- 
sition of Allen is of as great importance as it is 
with regard to the thin cases of diabetes. It has 
been possible with the gradual reduction of car- 
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bohydrates and the interposition of fast days or 
green days, once a week or two weeks, to keep 
patients heretofore free of sugar. I have pa- 
tients who have been kept free of sugar for a 
period of five or six years. The great value of 
the Allen treatment of such diabetics is the ra- 
pidity with which we make them free of sugar. 
It is not a matter of indifference, as Dr. Eustis 
suggested, whether patients are free of sugar or 
not. In the first place, if a man considers him- 
self as doing better by being free of sugar, he is 
more willing to co-operate, and he is in a better 
frame of mind. As Dr. McLester has told you, 
psyche has a great deal to do with the diabetic. 
Besides, the patients undoubtedly feel better and 
do better when their urine is free from sugar. 

I think Dr. Eustis is correct in laying stress on 
the importance of the proteid metabolism in dia- 
betes and all modern writers upon the subject have 
called attention to that. Von Noorden and Allen 
have emphasized the fact. Even where the car- 
bohydrate function is fairly reasonable, if we ex- 
haust the ability of the pancreatic internal secre- 
tion to care for the sugar resulting from the split- 
ting up of the proteid molecule, we run into 
trouble. The importance of ascertaining the 
blood-sugar of the patient has been dwelt on, and 
in that connection I would like to call attention 
to a very simple clinical instrument which ought 
to come into use, and which has been proposed 
by Dr. Epstein, of New York. It is a micro- 
chemical blood saccharimeter, which I have been 
using for some months since the appearance of 
his article in the Journal of the American Med- 
ical Association. 

The case that has been put before us by the 
doctor from Dallas I would not care to analyze, 
because I do not think he is in possession of 
enough data to judge the case. s 


WEANING.* 


By J. Ross Snyper, M.D., 
Birmingham, Ala. 


Justification for the discussion before this 
section of a subject so trite as the above, is 
found in the common occurrence of cases of 
unnecessary and premature weaning, of diffi- 
cult weaning and of rickets due to delayed 
weaning. 

Cases of unnecessary weaning are rarely 
due to any cause other than ignorance on the 
part of the mother or on the part of the 
physician. In some sections of the country 
there exist mothers so selfish as to be un- 
willing to nurse. In the South this peculiar 
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form of degeneracy is unknown; at least it 
is unknown in the personal experience of 
the writer, who has come in contact with a 
large number of mothers of various stations 
and of various colors. However, many moth- 
ers in this section, ignorant of the dangers 
of artificial feeding, permit themselves to 
be persuaded by meddlesome friends, or by 
thoughtless doctors, to wean their babies for 
trivial, insufficient and sometimes disasso- 
ciated causes. 


Contra-indications in the mother to nurs- 
ing are exceedingly few. The tubercular 
mother should not be permitted to nurse. 
The mother who is a dope fiend is not fitted 
for the function. Insanity and epilepsy are 
contra-indications; the latter not invariably 
so. Women suffering serious chronic dis- 
eases, like advanced pellagra, should not 
nurse. Holt says: “Nursing should not be 
allowed where serious complications - have 
been connected with parturition, such as 
severe hemorrhage, puerperal convulsions, 
nephritis or puerperal septicemia.” This 
statement is altogether too broad, and com- 
ing from so high an authority, is all the more 
dangerous. No doubt many of you, as well 
as the writer, can recall case after case in 
which the mother having suffered one or 
more of these complications has yet been 
able to successfully and abundantly suckle 
her babe, without injury to herself. Holt is 
again unworthy of being followed when he 
advises that a third attempt should rarely 
be made by the mother who, on two previous 
occasions and under favorable circumstances 
has shown inability to nurse. Anyone who 
is willing to disregard previous failures and 
who will insist on a fair trial, will not in- 
frequently be rewarded by pleasing results. 
One thing essential to success with the 
mother, who has previously failed in this 
function, is to get her in the right mental 
attitude. Reassurances by a tactful and re- 
sourceful physician will do much toward 
this end. First of all the physician must 
convince the mother that he can give compe- 
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tent care to the infant, and that the latter 
will not be permitted to suffer during the 
mother’s attempts at nursing. These moth- 
ers frequently thrive on the jollyings of the 
physician, but any deception practiced by 
him will be discovered with remarkable ease, 
in which event his usefulness in the case is 
at an end. 

The mother whose nipples are inverted can 
hardly be expected to nurse satisfactorily. 
In this connection I want to assert that too 
many obstetricians allow their patients to 
go to parturition without an examination 
of the breasts. Under proper manipulation 
almost every inverted nipple is susceptible 
to sufficient correction to make nursing pos- 
sible. The pediatrist, however, is often sum- 
moned to adjust artificial feeding for some 
baby who has been deprived of breast milk 
on account of the belated though frantic 
efforts of the obstetrician to correct this con- 
dition in the mother. Perhaps it is unfair to 
apply the name of obstetrician to physicians 
guilty of this oversight. Among “the gran- 
nies” of the profession, however, the sin is 
not an uncommon one. 

Here, too, I wish to express the opinion 
that the use of alcohol and boric acid in the 
ante and post-partum care of nipples is not 
founded on good therapeusis. By dissolving 
and drying out the softening natural oils 
from the cells of the nipples, alcohol may re- 
duce that organ to a condition even favor- 
able to fissuring under traction and suction. 
Coit, of New Jersey, has repeatedly called 
attention to the irritating effect of boric 
acid, with especial reference to the use of 
this agent in mouth washes for infants. It 
is easily possible that the same irritation is 
suffered by the nipple which is constantly 
subjected to the influence of boric acid solu- 
tions. As substitutes for these agents I 
would suggest sterile cocoa-butter for use 
during manipulations calculated to promote 
elasticity and resistance, and the use of 
sterile soda solution for cleaning purposes. 


These suggestions are made because of the 
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recurring cases of babies who are weaned 
prematurely on account of painful and 
cracked nipples. Nipple shields in many 
instances prove unsatisfactory. Sometimes 
the baby refuses to take hold; in other cases 
the nipple refuses to heal even under the 
shield. An ounce of prevention here is 
worth pounds to the baby. 


The healthy mother should take it for 
granted that she will be able to successfully 
nurse her baby. But because she has re- 
ceived an abundance of ill-considered and 
bad advice as to what she should drink, as 
to what she should eat, as to the significance 
of colic, as to the import of green stools, 
many a young mother labors under a too 
great sense of responsibility. Nervousness 
and anxiety are not conducive to successful 
lactation. It is rare indeed to see a negro 
mother, unless depleted with disease, who is 
not capable of furnishing a plenitful and 
good supply of breast milk. The reason for 
this is that the negress neither bothers nor 
worries about it. She may not realize the 
significance of the compliment, but the negro 
mother regards lactation as a physiologic, 
not a pathologic, function. The white 
mother, on the other hand, too often nurses 
her babe with fear and trembling. In this 
frame of mind she is too easily discouraged 
on the appearance of anything that she has 
been taught to interpret as a sign of trouble. 
On the physician’s ability to give intelligent 
advice and wise counsel now depends 
whether the baby is to be tried on artificial 
food, or whether he is to continue among the 
breast-fed, where death occurs four or five 
times less often than among the artificially 
fed. Yet how lightly do some of our pro- 
fessional acquaintances assume this respon- 
sibility! One peculiar thing is, that the med- 
ical man who is least competent to supervise 
the artificial feeding, is frequently the one 
to most readily consent to, or even advise, 
weaning. Sometimes he does this without in- 
vestigation of the modes of living and of the 
habits of mother and child. In these latter 
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are frequently found factors easily cor- 
rected, but perhaps the sole causes of trou- 
ble. One of the most common and nonsensi- 
cal conditions existing among Southern 
mothers is a self-inflicted slavery during lac- 
tation, which permits insufficient outdoor 
exercise, insufficient sleep: and insufficient 
diversion. Less commonly is found the pet- 
ted and spoiled mother, who becomes too 
soft, too fat and too functionless. Women 
in either of these states are incapable of pro- 
ducing good breast milk. Many misconcep- 
tions and superstitions relating to lactation 
are revealed by painstaking investigation. I 
recently discovered a mother who was drink- 
ing not less than one-half gallon of tea per 
day, in an effort to stimulate the flow. I 
have known many mothers who, during the 
lactating period, were afraid to eat fruits; 
some who have denied themselves and their 
mates sexual intercourse; some who have 
become panic-stricken on the appearance of 
their menses; some who have become more 
panic-stricken at the non-appearance of the 
latter. 

The correction of abnormal modes of liv- 
ing and the allaying of unnecessary fears in 
the mother will, in many instances, be all 
that is necessary to prevent premature wean- 
ing. 

Babies themselves are frequently the vic- 
tims of injudicious care. The three or four- 
hour intervals for nursing have proven more 
satisfactory for a larger percentage of ba- 
bies than the old two-hour standard. It 
should not be taken for granted that digest- 
ive symptoms in the baby have invariably a 
digestive origin. The clothing may be im- 
proper. The baby may be getting an insuffi- 
cient amount of fresh air; he may be the 
plaything of a thoughtless household that 
subjects his delicate nerves and body to all 
sorts of abuses and injuries. All of which 
should be ascertained and corrected before 
weaning is regarded as a necessary step. 
Again there are a number of mothers who 
secret milk of good quality, but insufficient 


in quantity to satisfy the baby’s needs. It 
has been definitely and conclusively proven 
that the infant who gets some good breast 
milk along with the modified milk, fares con- 
siderably better than does the infant fed 
solely on modified milk. By weighings be- 
fore and after nursings, it is easily deter- 
mined how much breast milk the baby is act- 
ually receiving; complemental or supple- 
mental feedings in cases in which deficien- 
cies exist, leave no justification for absolute 
weaning. 

Before closing this part of the discussion, 
I wish to call attention to the work of Frank 
C. Neff, who, with pleasing results, feeds 
certain cases of breast-fed infants display- 
ing symptoms of indigestion, on skimmed 
breast milk. The nature of cases suitable 
for such feeding and the technic for obtain- 
ing the milk are discussed by him in an 
article read before the Section on Diseases 
of Children, A. M. A., 1914. 

We now come to the second and briefer 
part of our discussion, namely: The proper 
time for and the proper method of wean- 
ing. In the writer’s experience there are 
found, broadly speaking, two classes of 
mothers, one class which would wean too 
readily and too early, and another which 
would continue to nurse their babies indefi- 
nitely, even to the kindergarten age. The 
erroneous idea that breast milk will pre- 
vent colitis, and the unwillingness to be- 
come reimpregnated, have given rise to this 
latter class of mothers. In other sections 
of the country, where the mother’s milk 
usually fails before the twelfth month, the 
dangers due to prolonged nursing need sel- 
dom be reckoned with. In the South, how- 
ever, where many mothers are able to secrete 
milk for a much longer period, the problem 
is a real one and demands serious consid- 
eration. Here cases of rickets are becoming 
more and more common among children of 
white American parentage; these cases are 
almost always due to too prolonged nursing. 
Two things have been absolutely and defi- 
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nitely proven about breast milk: First, it is 
the ideal food for the baby for the first 
twelve months; second, the baby cannot 
thrive on breast milk alone for more than 
twelve months. No matter how much breast 
milk the year-old baby can obtain, this food 
does not contain sufficient salts, etc., to per- 
mit proper blood and tissue development. It 
is readily granted that a definite or fixed 
time for weaning cannot be set. If the 
proper methods are followed, however, there 
should be neither precipitate nor difficult 
weaning. Some very good men insist on the 
baby, even from the first, receiving one bottle 
feeding per day. An early acquaintance by 
the baby with the nipple and bottle is un- 
doubtedly the best way to prevent trouble- 
some weaning later. Moreover, by permit- 
ting one bottle feeding, the mother is given a 
definite period for diversion and recreation, 
which undoubtedly will prove beneficial to 
lactation. Until the mother’s milk has been 
well established, until the baby is thoroughly 
accustomed to the exertions necessary on his 
part to secure the milk by suction, until both 
mother and babe have been thoroughly rested, 
until an interval varying in time from two 
weeks to three or four months has intervened 
since the birth, the writer’s practice is not 
to give a bottle feeding, but to have the bottle 
used for the administration of water. Be- 
fore the baby reaches the third or fourth 
month the mother needs little recreation 
which the sensible three or four-hour inter- 
vals for nursing will not afford. On the 
other hand we know that the best and per- 
haps the only galactagogue worth consider- 
ing is furnished by the stimulus brought to 
play on the glands of the breast during suc- 
tion by the baby. When allowed too early 
one bottle feeding even might deprive the 
breast of adequate stimulation. Again 


there are babies who show such a marked 
preference for bottle feedings, although but 
one is allowed, that they resume nursing with 
disinclination and with a show of temper. 
This occurs more frequently during the first 
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weeks, when the flow may respond only to 
very vigorous nursings. Later the baby may 
be able to get the breast milk with a little 
more exertion than would be required to 
secure the food from a bottle. If water has 
been early and continuously administered 
by the bottle method, no difficulty is expe- 
rienced in getting the child to take milk 
feeding through the same device. If there is 
no indication of the mother’s health failing, 
and if the breast milk continues ample, a 
second bottle need not be substituted for a 
nursing until the child is nine, ten, eleven 
or twelve months old, the time depending on 
season, and on the condition of the child in 
relation to teething, etc. Unless for good 
reason, such as traveling, inability to secure 
good milk at the time and place, acute illness 
in the child, etc., no baby should be allowed 
to go longer than twelve months without at 
least two bottle feedings. Weaning, in fact, 
should at this age be started, and completed 
in a period not exceeding several weeks. 

Instead of which, we find a large number 
of babies taking an insufficient amount of 
proper food because of the very bad custom 
which allows them to tug on the mother’s 
breasts throughout the night. These babies 
become anemic, flabby and show signs of 
rickets; the latter soon to become pro- 
nounced, unless the bad habit is stopped. 
With such babies, half-way measures are 
unsatisfactory; absolute weaning is neces- 
sary. The breast milk which they secure 
at night is insufficient in quality for their 
needs and only sufficient to rob them of 
appetite for proper day feeding. 

Iil-health on the part of the mother, preg- 
nancy, failure in the rupply of milk, no mat- 
ter what the indication for weaning, no mat- 
ter how suddenly weaning must be done, the 
baby that has previously been given one or 
two bottle feedings per day rarely gives con- 
cern or suffers during the process. 

On the other hand, the baby that knows 
but one way to secure food, namely, from the 
breast, will almost invariably cause himself, 
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the household and the doctor an amount of 
anxiety, trouble and distress out of all pro- 
portion to his size. The rebellion which he 
heads makes the Huerta or the Villa article 
look like a May festival in comparison. Be- 
fore he is subdued and conquered he is 
usually bombarded with every kind of make 
and of taste of foods. Not succeeding in 
this, attempts to starve him out are made. 
These latter attempts usually result in a 
heartbroken mother, a dismayed doctor and 
an acidosis in a still unconquered baby. 

After having encountered this lusty hero 
on several memorable occasions, we heartily 
subscribe to the doctrine that preparedness 
is an excellent measure for the maintenance 
of peace. 


DISCUSSION. 


Dr. L. R. De Buys, New Orleans, La.—This is 
another excellent paper that this section has had 
the privilege of hearing. I agree in the main with 
everything that Dr. Snyder has said. I think that 
we might make a division of weaning into normal 
and abnormal. Take, for instance, the normal 
child, what should be done with him? Accustom- 
ing the normal child to the nipple and bottle in 
the first few weeks of life will facilitate the 
weaning later on. An early bottle of milk for the 
recreation of the mother once a day might be be- 
gun after the sixth week of life, bearing in mind 
the instability of the milk during that time when 
the baby and the breast are adapting themselves 
the one to the other. Not later than the fifth 
month one bottle should be gotten in. I probably 
advocate complete weaning earlier than does Dr. 
Snyder. I believe the baby should be completely 
weaned by the end of the ninth month. My expe- 
rience has shown me the milk at the end of lacta- 
tion is as unstable as the milk is in the first part 
of the lactation. 

Dr. Snyder has rightly said that prolonged lac- 
tation is sometimes a cause of rickets. We must 
bear in mind that weaning is frequently brought 
about by an insufficient supply of milk, many 
mothers believing that all they need to do for suc- 
cessful nursing is to put the baby to the breast. 
Now,' breast milk is a food and food cannot be 
made from nothing. It is therefore necessary to 
get food into the mother for her, and extra sup- 
ply for her baby, and the best food to make milk 
is cow’s milk. 

All abnormal conditions concerning weaning 
may be divided into two classes, those due to the 
mother and those due to the child. Chronic dis- 
eases, tuberculosis, nephritis, etc., are causes for 
the weaning of babies; also a delicate mother, and 
a mother who is losing weight. Any one of 
these conditions may be an indication for wean- 
ing. Again, severe acute illnesses such as typhoid 
fever and pneumonia, more particularly the 


complications of pregnancy, are indications for 
early weaning. The nervous conditions spok- 
en of by the doctor are also indications for wean- 
ing and sudden weaning. An extremely nervous 
mother may suffer an attack of puerperal or lac- 
tational insanity. These are causes that undoubt- 
edly should bring about weaning. There are some 
causes on part of the mother that can be corrected, 
namely, inflammation of the breast. If one breast 
is inflamed, if there is an abscess, that breast must 
not be used for the time being, but let the baby 
use the other. We have a means of emptying the 
diseased breast, and I have had occasion to use 
pups to keep the breast emptied as long as the 
process continued, and after the inflammatory con- 
dition had subsided the baby was put back to the 
breast. The abuse of the breast by irregularity 
can be overcome. When there is an insufficient 
quantity of milk, that condition can frequently 
be overcome by proper regulation of the mother’s 
diet. A woman cannot be expected to nurse 
her baby at the breast during pregnancy 
and also take care of the child in utero. Men- 
struation is not an indication for the weaning of 
babies. During menstruation the child may have 
a slight upset that. disappears as menstruation 
ceases. There are other conditions to be consid- 
ered, but as I have used up all my time, I cannot 
mention them. 


Dr. O. W. Ross, Leona, Texas.—I wish to take 
exception to the doctor’s statement that pregnan- 
cy should not be considered a cause for weaning a 
baby. I have seen in more than one instance dire- 
ful results brought about by the nursing of a baby 
as the woman became pregnant. In my experi- 
ence, nearly always the baby suffers from gas- 
troenteric complications, especially ileocolitis. I 
think the mother, after she becomes pregnant, 
needs all the calcium salts in her system to nour- 
ish and maintain the fetus in tero, and there is, 
therefore, a drain on the lacteal secretion, and it 
does not contain the proper amount of calcium and 
other salts that are required. My experience has 
been that a pregnant woman will have bad suc- 
cess in nursing her baby, and I would suggest to 
a woman who finds herself pregnant to wean her 
baby, no matter at what age, whether it be two 
months or ten months. 


Dr. L. W. Elias, Asheville, North Carolina.— 
This is one of the most important papers that has 
been brought before the association. Of course, it 
is very important for the mother to nurse her baby 
at the breast unless there are contra-indications, 
such as pregnancy, lack of sufficient milk in the 
mother’s breasts or the entire absence of it, etc. 

Dr. Snyder is right in saying that we should not 
let the mother give up nursing her child at the 
breast because she has had an unhappy experience 
with her former baby. I recall a mother of five 
children. She was never able to nurse her babies 
for more than three weeks, but, with supplemental 
feedings, the last one she was able to nurse for 
nine months. While the others had a hard time, 
this baby got on splendidly. 

Dr. Kerley, of New York, has given the results 
of observations on thousands of cases of nursing 
mothers, and of all these there was only one that 
had breast milk suited to the baby after the baby 
was a year of age. Although there is no hard and 
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fast rule as to when a baby should be weaned, 
we might use as a good basis the following: If 
we find a baby gaining steadily and satisfactorily 
on mother’s milk, we can keep it up until we are 
approximately at the end of the first year. If at 
any time before that, say within six or eight 
months, we find the baby not doing well, not gain- 
ing in weight, but losing in spite of right meas- 
ures, that in itself is an indication that it should 
be stopped. 


Dr, J. Ross Snyder, Birmingham, Ala. (clos- 
ing).—I wish to say to the gentleman on my left 
(Dr. Ross) that the advice he gives to mothers 
who become pregnant during lactation is very 
good. It is advice that Dr. De Buys and I insisted 
on. I am sorry that the acoustics of the hall are 
such that the gentleman could not hear what I 
said. Both Dr. De Buys and I made the point 
clear that pregnancy was an indication for wean- 
ing. 


TRAINING BABIES.* 


By LEwis W. ELIas, M.D. 
Asheville, N. C. 


This is no small matter which I bring 
to your attention. A new-born baby is 
before you—a fresh life to mould and 
train—and if the best results are to be 
achieved, the family physician must, 
through the mother, direct the training 
of the baby. 

If any one objects that mothers, not 
doctors, are the ones who should train ba- 
bies, I agree with them. However, ex- 
perience shows that the warm love of the 
mother is not sufficient guarantee that the 
child will be properly trained, any more 
than a deep sympathy for suffering is 
accepted by the public as sufficient quali- 
fication for practicing medicine. We all 
know, by the number of badly trained 
children of devoted parents, that some- 
thing is lacking. Dr. Morse says: “Many 
a death certificate which has been signed 
with the name of some disease should 
have been signed ‘improper training by 
the parents.’” And many intelligent 
mothers are feeling unequal to the task 
of training their children and are seeking 
help from books and doctors. 

Therefore, along with all that shall be 
said regarding disease, it is most impor- 
tant that we should not omit this subject 
from our deliberations. I shall give the 


*Read in Section on Medicine, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Texas, Nov. 8-11, 1915. 
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principles which appeal to me as most 
fundamental, and trust that this may 
elicit a discussion which shal! clarify our 
views and leave us in possession of the 
best plan for daily use. Then, if we meet 
the demands of the times, we must, in our 
practice, conduct a sort of individual nor- 
mal course for teaching mothers how to 
train their children. 

Pardon an ancient illustration. The 
baby, like the clay, is pliable and yielding 
to any form of impress made upon it. 
Only a few years and this is no longer 
true; the clay is firmer. A few more 
years and both clay and child have hard- 
ened until it is now impossible to mark 
or mold them; we may only give a polish 
to whatever form they wear. 

Therefore, “Train up a baby in the way 
he should go; and when he is old he will 
not depart from it”—we might almost say 
he can not, if he really has been trained. 
So, begin where life has not been marked, 
where nothing has to be erased, where 
your work will be deepest and most last- 
ing—begin with, and train, the baby. 

However, granting that the baby repre- 
sents life at its most impressionable 
point: and further, that the mother, with 
her love and her constant association with 
the little pupil, must be its teacher, still, 
how can a baby be trained? It can not 
be lectured to; even the older babies can 
but vaguely understand our words. While 
this is true, we are not without resources. 
In fact, the most powerful means is at our 
disposal. All of us act chiefly from the 
habits that we have formed. With a baby 
this is even more true; for it has not judg- 
ment sufficient to choose the right, and is 
left almost wholly to the driving force 
of whatever habit has been formed. So, 
this is our method. Where the baby’s 
small mind is incapable of determining 
its best mode of action, we substitute the 
directing and coercing influence of habit. 
For a baby’s real training and progress 
comes from the habits it forms. And by 
the same token, we train a baby prop- 
erly by developing in it correct habits. 

Now, a habit in the baby is formed by 
a constant repetition of the same thing, 
in the same way, at the same time. The 
more absolutely exact we are in carrying 
out these details, the more perfect the re- 
sulting habit, and so the more powerful. 
Any varying of: details results in confusion 
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to the child, and in imperfectly formed 
habits, and so in an imperfectly trained 
child. Regularity, therefore, is impera- 
tive. For example: We wish the new 
baby to nurse every three hours. The 
baby knows nothing about our schedule 
and will be no wiser for an explanation. 
But, if we constantly put the baby to the 
breast every three hours—and then only— 
requiring it to wait until the hour, if it 
wakes and cries before; on the other hand, 
waking it at the time if it sleeps beyond 
the hour, we get results. In a very short 
time the baby, simply from the force of a 
growing habit, not of its own choosing, 
but forced upon it, yet none the less pow- 
erful for this, will begin more and more 
to wake of its own accord at the three- 
hour period, and sleep the intervening 
time. The habit has prevailed; and, I re- 
peat, what was not chosen, but forced 
upon it, has now become second nature, 
and first choice. Now this method is in 
more or less use by you all. But I am in- 
sisting upon its use as a system. 

Having established a regular habit of 
nursing, we have put the baby in the 
best way to keep in good health. For 
if regular meals are essential to good 
adult digestion, how much more nec- 
essary to the immature organs of the 
infant! And when we remember that 
the mother’s milk varies in richness 
with the intervals between nursing—the 
more frequent the nursing the more con- 
centrated the milk, and vice versa—we at 
once realize that in order to secure a 
mother’s milk of uniform strength it is 
necessary to employ uniform nursing in- 
tervals. Ninety per cent of the troubles 
with a baby in the first year of life are 
digestive. We can not expect the best di- 
gestion in a baby fed at irregular hours 
on milk of irregular strength. 

But this is not all. The habit of regu- 
larity has in it the seeds of much of the 
child’s future happiness, if we but follow 
along the natural course of development. 
Bound up in the habit of regularity are 
far-reaching influences. One of these 
even strongly affecting the character; and 
this, too, in a way which probably noth- 
ing else does in all its training—it teaches 
self-control. When the baby has fussed 
and cried a few times for its food, with- 
out getting it, and without receiving at- 


tention of any sort, gradually it stops 


wasting time in that way and turns its ac- 
tivities into other and more profitable 
channels. Unconsciously it is learning 
that there are things not to be obtained 
by any amount of worrying, and so it 
comes to take undesirable situations 
gracefully. This tiny baby is actually 
acquiring self-control. The little human 
engine is developing a mental governor 
which will prevent its racing and rack- 
ing itself to pieces, as we frequently see 
badly trained children do when things go 


awry. 

Once the baby has learned self-control, 
he is able to obey, and not before. All. 
thoughtful physicians will readily agree 
that the chief duty of a parent is to train 
his child in obedience and self-control. If 
he fails in this, he has robbed the child 
of its birthright and it has missed that 
which best enables it to meet life squarely 
and live it most fully and joyfully. 

A few words regarding obedience. When 
the baby understands our pleasure and 
displeasure, and we easily convey to him 
by words or signs our simple desires, he 
is then old enough to be taught to obey. 
Here, again, the baby’s deep ignorance 
might be considered a serious obstacle. 
He knows neither the object nor the de- 
sirability of obedience. But the child 
learns to balance himself and walk before 
he knows the physics of the process. 
Therefore, don’t teach the child obedi- 
ence—teach it to obey! 

Once you have indicated your desires 
to the baby, see that he complies. If nec- 
essary, let all the rest of the business of 
life remain standing until the order is 
obeyed. The means used to secure the 
end are of minor importance — the obe- 
dience is paramount. The next time you 
make a request of the baby employ exactly 
the same method. Demand obedience 
every time and the baby, without under- 
standing the object of it all, will take on 
the habit of obedience, first because it 
knows no other way of dealing with the 
situation, but chiefly because it is a habit, 
and the habit of obedience at this time 
of life is as irresistible as any other, if 
perfectly formed. Probably the key to 
the habit of obedience is consistency. 

The subject of punishment comes up 
naturally at this point. It scarcely de- 
serves all the discussion which it has re- 
ceived. There is no sovereign form. Chil- 


j 
‘ 
4 


ELIAS: TRAINING BABIES 


dren are not all alike, and even the same 
child requires different treatment under 
varying conditions. A man who says that 
corporal punishment should be tabooed is 
probably as unwise as the one who em- 
ploys it universally, Our object is the 
habit of obedience with only one condi- 
tion—it must not be at the expense of 
the baby’s respect, for this reason: The 
baby obeys at first because he must and 
from habit, but later will enter in the ele- 
ment of respect, and if this has been omit- 
ted we can not carry forward the process 
of obedience. And it is not necessary that 
we be infallible, only that we be fair, and 
the child will understand and be satis- 
fied. Of course anger or a vengeful spirit 
would not only lose this respect, but pre- 
sent a poor spectacle before the baby to 
whom we are teaching self-control. To 
condense all of this: Without anger con- 
sider the child and the circumstances; 
then faithfully apply whatever punish- 
on seems right, and only good will come 
of it. 

A few more points may be briefly con- 
sidered in training the baby. One of the 
first, in point of time, to come up, is train- 
ing the baby in regard to crying. The 
baby has but one word in its vocabulary— 
a cry. This word has many inflections, 
few of which are understood. The mother 
is too apt to interpret them in the light 
of her own use of the term. And so a 
cry in a child means to the average mother 
either anguish, mental or physical, or hun- 
ger. To a large extent two measures are 
employed to meet these supposed condi- 
tions. Either the infant is walked, 
bounced, rocked and coddled or else it is 
fed, or both. These methods seldom meet 
the conditions. In the first place babies 
rarely do very active crying from hunger. 
Nine times out of ten the crying, if pro- 
nounced, is from too much food or some 
other form of discomfort. Now, if the 
baby is seriously uncomfortable or sick, 
it needs treatment directed to that par- 
ticular trouble. Walking and jiggling 
must be regarded as very crude therapy 
at best. If the child is merely spoiled, 


having learned that crying kept up long 
enough will be effective, then it is ex- 
tremely unwise to encourage the habit. 
Intelligent Sbservation, together with con- 
stant, watchful neglect, will substitute a 
habit of cheerful independence in enter- 
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taining itself in place of the nervous, 
peevish dependence upon outside help for 
amusement. So we can safely say that 
walking and all such measures are never 
to be employed in the proper training of 
the baby. 

As to the baby’s food when he begins 
to enlarge on his milk dietary. Simply 
this* He should form the habit of eating 
all wholesome articles. Most dislikes for 
foods are prejudices, either suggested or 
allowed to develop. Therefore, discour- 
age this tendency by requiring him to eat 
some of all foods suited to his age until 
the habit of eating them has become 
either a fondness for them or at least an 
easy tolerance of them. 

Again, no child should be allowed to 
pout, to quarrel, or to indulge a sullen 
spirit. If this is forbidden we leave the 
soil entirely free for the cultivation of 
cheerfulness. And this positive virtue 
must be invoked as an outlet for the 
baby’s active spirits, if for nothing else. 
Babies are happy little mortals and they 
find much joy in trying to please. Reward 
them with encouragement and prais¢,and 
we develop the habit of thinking of others. 
Of all habits this is the most graceful and 
only needs direction and sympathetic en- 
couragement. 

The baby should be encouraged to take 
his little bumps and other distresses 
lightly. Self-pity unmans all of us. It 
interrupts the progress of an otherwise 
cheerful spirit and must not be permit- 
ted. So the parent must be judicious in 
extending sympathy to the child. For 
while sympathy is most valuable when 
properly used, when carelessly handled 
by thoughtless people it is really more 
dangerous than dynamite, and of most of 
us a license should be required before we 
are allowed to use it. This would entirely 
eliminate that false sympathy which “just 
can’t stand to hear the baby cry,” and 
kindred brands which work such havoc 
with proper habits in the baby. : 

The points in training might be multi- 
plied indefinitely. However, this paper is 
to emphasize fundamental principles, from 
which may naturally come a simple and 
orderly development of the little life along 
right lines. These suggestions are not 
new—we all employ them; the difference 
in results comes from the systematic use 
we make of them. If any one doubts that 
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there is a world of difference between 
the regular and irregular use of these 
simple measures, let him go home and se- 
lect the worst case of his practice—prob- 
ably his own baby—for doctors’ babies, 
in my experience, are the worst trained 
of all, considering the better knowledge 
for their training. . Let him, for instance, 


‘persuade the mother to put this worst case 


in a sleeping bag at night and leave the 
baby absolutely alone to cry it out a few 
times. The results will encourage both 
doctor and mother to further pursue the 
method above outlined. 

In conclusion, the points which I wish 
to emphasize are these: ‘Che importahce 
of early training, the controlling force of 
habits created by regularity, remember- 
ing the birthright of self-control and obe- 
dience. And if I should put in one word 
the foundation upon which all the rest of 
life could best be built, let it be this— 
REGULARITY. 


DISCUSSION. 


Dr. J. Ross Snyder, Birmingham, Ala.—I think 
of all the people present who ought to be most 
intensely interested in Dr. Elias’ paper, it is the 
neurologists. They ought to lend a hearty en- 
dorsement to it. Insanity, degeneracy, is in- 
creasing at an appalling rate. I believe it has 
been estimated that within a few years there will 
not be enough normal people left to take care 
of all the people in the asylums and institutions 
of various kinds. Dr. Elias’ paper points out a 
way in which a great deal of this can be pre- 
vented, provided the baby is started right. 

Another point I wish to emphasize is that we 
have in various sections of the country, and now 
beginning in the South, a revolt on the part of 
women against motherhood. It occurs to me if 
we make motherhood more pleasant, more easy, 
more wholesome, we will check this revolt. Dr. 
Elias again points out another way in which this 
can be done. 

Dr. L. R. DeBuys, New Orleans, La.—I want to 
thank the doctor for the subject he has brought 
before this Association and for the thoroughness 
with which he has handled it. There is nothing 
to be added, but some few: points should be em- 
phasized. A particular point to be emphasized 
is that it is very easy to allow a baby to make 
habits, particularly bad habits, and it is extremely 
hard to correct these habits. After once correct- 
ing a child of a habit, or rather before deciding 
to correct the child of any habit, it should be de- 
termined that if there is any future occurrence 
of the same habit it should always be corrected. 

Another point is that by training a child early 
in life all of the acute illnesses in childhood are 
more easily handled. Their duration is frequently 
shortened and their convalescence also. 


Just one more point: A statement made by © 


Dr. Snyder brought this to my mind, that the 


more thorough we are in the training and regu- 
lating of habits of babies, the less nervousness 
we are going to find not only in infancy, but in 
early childhood and probably in later life. 

Dr. M. L. Graves, Galveston, Texas.—The doc- 
tor’s excellent paper gave us much food for 
thought, as well as discussion, but I am impressed 
with the fact that merely an effort to train chil- 
dren does not go back far enough. If you are 
going to train out the nervousness, the restless- 
ness, the indigestion, the nervous dyspepsia of chil- 
dren, you must begin back at least one genera- 
tion, and preferably two or three generations, 
and furnish them with good protoplasm. You 
can not take a drunken father, saturated with al- 
coholic poisons and other toxins, and the mother, 
“the maid of all work,” as Dr. Oliver Wendell 
Holmes said, saturated with fatigue toxins, in- 
testinals autointoxication, and make a protoplasm 
that will not develop imbeciles, idiots, degen- 
erate and insane individuals. 

The habit of the English nurse taking a child 
from the time it is able to sit alone and placing 
it in a chair alone, requiring it to sit there 
quietly for ten minutes during each twenty-four 
hours, is a method of discipline that is good for 
body and for mind; but, the most important effort 
ought to be to always provide these children with 
an hereditary protoplasm that will make these 
good habits available in raising the right kind of 
citizens. 


MORPHINISM AND KIDNEY DISEASE 


By JOHN W. STEVENS, M.D. 
Physician-in-Charge City View Sani- 
tarium 
Nashville, Tenn. 


At this time, under the influence of 
the Harrison act, a great many opium 
habitues are finding it necessary to seek 
treatment for relief from that habit. The 
federal government having provided no 
means for their treatment, the facilities 
afforded by the state and county being 
limited, and the cost of treatment in pri- 
vate institutions being prohibitive to 
many, a great many of these patients ap- 
peal to the family physician for treatment. 
This being true, I think it is not amiss to 
call attention to what, in my experience, 
has been the principal danger attendant 
upon the withdrawal of opium, or any of 
its derivatives, from its habitues, viz., 
uraemia, which is the only serious com- 
plication I fear. At this point I will say 
parenthetically, as it were, that since one 
hundred and thirty-five of the cases to be 
discussed used morphine, two gum opium, 
one paregoric and one laudanum, and that 
none of the four last mentioned showed 
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kidney symptoms, I will from this point 
forth use only the term morphinism. 

To attempt to discuss the association 
of morphinism and nephritis in all of its 
relations and details would take up more 
time than the present occasion allows, and 
demand a different sort of study of these 
cases than I have made. It has been my 
observation that, upon the withdrawal of 
morphine frorn one who has been addicted 
to its habitual use, disturbances of kidney 
function are not at all an uncommon oc- 
currence, the symptoms manifested run- 
ning all the way from the presence of 
casts in the urine to death from uraemic 
coma. In the last one hundred and thir- 
ty-nine cases that I have treated for ad- 
diction to morphine, I have found albu- 
min in the urine of twenty-eight. Two 
others without albuminuria showed urin- 
ary casts in considerable numbers, a total 
of 21.5% presenting urinary evidence of 
kidney disorder. 


Strangely enough, however, I have been 
unable to find anywhere in the literature 
any reference, save one, to this subject. 
A few years ago I chanced upon an ar- 
ticle, written some time between 1840 and 
1850, in which the author called attention 
to the association of kidney disease and 
morphinism, but I have forgotten both 
the name of the writer and the journal. 
Much is said about the danger of collapse 
from heart failure, but in my experience 
I have met only one case in which such 
symptoms were in any wise alarming. The 
serious diarrhea reported by some as aris- 
ing under similar circumstances, I have 
not met. Again, I say, the only serious 
complication I have ever seen in the treat- 
ment of these cases is toxaemia from im- 
paired kidney function, and that is a dan- 
ger that the man in charge of such cases 
should ever bear in mind and be on guard 
against. 


That the habitual use of opium, or its 
derivaties, has a deleterious effect upon 
the kidneys seems to me _ conclusively 
proven by my experience. That in thirty 
of the one hundred and thirty-nine cases 
treated albuminuria or casts were found 
is an occurrence entirely too frequent to 
be mere co-incidence. Of these one hun- 


dred and thirty-nine cases under consid- 
eration, nine had albuminuria and two 
had urinary casts at the time of admis- 


301 


sion to the hospital, and nineteen devel- 
oped albuminuria during the treatment 
before or shortly after the withdrawal of 
the drug. Of these, in two instances, the 
kidney symptoms were sufficiently promi- 
nent and active to produce considerable 
diminution of urinary output with nausea, 
vomiting and headache; while eight others 
advanced to the degree of uraemic coma, 
of whom three died. Of these cases, ten 
in number, who developed recognizable 
symptoms of toxicity, in none had casts 
or albuminuria been discovered previous 
to beginning the treatment for with- 
drawal of the morphine. This may be due 
in part to chance and in part to the greater 
care exercised in those cases in which al- 
bumin had been previously discovered, 
for there is no logical reason why a case 
presenting albuminuria before treatment 
should be any less likely to develop seri- 
ous trouble upon the withdrawal of the 
drug. But this brings me to the point 
which I wish to emphasize most strongly, 
and which is the principal reason for pre- 
senting this subject, viz: that a case quite 
without active symptoms of kidney dis- 
ease may, under the shock incident to the 
withdrawal of morphine, develop disturb- 
ance of kidney function to the extent of 
uraemia and death. I am inclined to believe 
that the occurrence of any of these symp- 
toms of disturbed kidney function consti- 
tutes prima facie evidence of a pre-exist- 
ent kidney disease which, if we are to con- 
tinue the use of the term, most often 
means a chronic interstitial nephritis, and 
that the shock and disturbed metabolism 
and nervous equilibrium incident to the 
suppression of the accustomed drug sim- 
ply precipitate the occurrence of the symp- 
toms in question, just as a bodily injury 
sometimes will do in a chronic nephritic. 
However, I think there are a lot of things 
unknown about the effect upon the kid- 
neys of biological processes going on in 
the organism, as well as ignorance as to 
just what changes have taken place in 
the body, as a result of which it is possi- 
ble for the organism to acquire a tolerance 
for large quantities of a poisonous sub- 
stance like morphine which, in a much 
smaller amount previous to that acquired 
tolerance, would have been fatal. What 
is it that happens, what substance, if any, 
develops which permits the person, after 
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a lapse of time, to acquire the ability to 
with impunity take 30 grains of morphine 
at a dose, one-fifth of which amount, pre- 
vious to this acquired tolerance, would 
have been fatal; and may it be that the 
cessation of the use of morphine releases 
in the organism some substance which was 
formerly kept bound, or in some wise an- 
tidoted by the morphine which now be- 
comes a poisonous substance with dele- 
terious effect upon the kidney cells, and 
thus the albuminuria and toxic symptoms 
be merely evidence of acute kidney irrita- 
tion, and not of a previously acquired 
chronic nephritis? In this I am merely 
speculating and not putting this forth as 
a theory which I will attempt to defend. 
I will say, though, that with the exception 
of those cases of uraemia which died, in 
the other patients who first showed albu- 
minuria upon withdrawal of the morphine, 
all discoverable manifestations of kidney 
disorder disappeared in a very short time, 
and the patients were apparently restored 
to health. 

Aside from these theories as to the 
causation of the acute symptoms of dis- 
turbed kidney function, I do feel justified 
in saying that it is my positive belief that 
the habitual use of morphine does tend 
to produce kidney disease of those forms 
manifested by casts and albumin in the 
urine, and that, regardless of how it brings 
it about, I know that, upon the with- 
drawal of the drug from these habitues, 
there is danger that the function of the 
kidneys may become so impaired and per- 
verted as to bring about states of tox- 
aemia and even death, and that in the 
treatment of these patients this fact is 
ever to be bourne in mind and our efforts 
constantly directed toward the prevention 
or control of these symptoms, if they arise. 

I do not conceive that any of the meth- 
ods of treatment given, drugs adminis- 
tered, or other methods of handling the 
cases, could in themselves have had any 
effect upon previously healthy kidneys to 
produce any disturbance of their func- 
tions. These methods of treatment fol- 
lowed have been three in number, two of 
which are not very materially different 
from each other. The first is one founded 
upon the general principles involved in 
the widely used Townes or Lambert treat- 
ment which I have modified in this wise: 


Having as a preliminary measure first re- 
duced the daily consumption of the drug 
to the minimum amount upon which the 
patient could be kept comfortable, the pa- 
tient is then put upon what is known as 
the active treatment, which, without go- 
ing into all the minutest details, may be 
described as follows: The treatment is 
begun at 8 p. m., at which time the pa- 
tient is given his accustomed dose of mor- 
phine, or other form of opiate, together 
with a dose »f calomel and podophyllin 
with one-thirtieth grain of strych- 
nine. This is followed the next morning 
by a dose of salts and an amount of mor- 
phine equivalent to half his accustomed 
daily amount, given in three divided doses 
at half-hour intervals, beginning at 7 a. m. 
At 10 a. m. ihe administration of spar- 
tein sulphate in two-grain doses, given 
hypodermically every three hours, is com- 
menced, and at noon hyoscine, in doses of 
one one-hundredth grain every three 
hours, begun, both the spartein and hyo- 
scine being given at these intervals for 
thirty-nine hours, the spartein being con- 
tinued in the same dosage or in dimin- 
ished amount for two or three days after 
the hyoscine has been stopped. During 
the course of this administration of spar- 
tein and hyoscine, there are given at the 
thirtieth hour from beginning of treat- 
ment, three compound cascara pills; at 
the thirty-fourth hour four vegetable ca- 
thartic pills; at the fifty-fifth hour four 
compound cathartic pills; and at the six- 
ty-first hour one ounce of castor oil. The 
amount of purgative given is, of course, 
governed by the effect produced, the prin- 
ciple involved being to secure and main- 
tain throughout treatment very free elim- 
ination, though not violent purgation. 
Likewise, in the very beginning of the 
treatment, and throughout, the patient is 
required to drink a glass of water every 
hour when not asleep, and customarily I 
expect to give enough sodium bicarbonate . 
during this time to keep the urine alka- 
line. 

The second method is the time-honored 
one of gradual reduction, the diminution 
of the quantity of the drug administered 
during the first few days of treatment be- 
ing much more rapid than subsequently. 
The drug is entirely withdrawn in from 
ten to fifteen days. During this time so- 
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dium bromide, in doses of thirty grains 
three times a day, or trional or sulfonal, 
in twenty grain doses at bedtime, or vero- 
nal, in eight or ten grain doses at bed- 
time, are given to induce quiet and sleep. 
All during this period of ten or fifteen 
days which the treatment lasts, the pa- 
tient is required to drink a glass of water 
at hourly intervals when awake, the bow- 
els are kept open freely, and sodium bi- 
carbonate is given. 

The third method differs in no wise 
from the second, except that instead of 
giving as a sedative sodium bromide alone 
I have added to this fluid extract of ergot 
in ten to twenty minim doses every three 
or four hours during the last three or 
four days prior to entire suppression of 
the opiate. In both of these latter de- 
scribed methods of treatment, I custom- 
arily give spartein in doses of two grains 
every three or four hours during the last 
three days preceding entire withdrawal of 
the drug and for a few days thereafter. 

Of the nineteen cases in which albu- 
minuria or casts appeared after the be- 
ginning of treatment, ten were treated by 
the hyoscine method, eight by the second 
method described and one by the last. Of 
the total number of one hundred and thir- 
ty-nine cases, seventy-seven were treated 
by the hyoscine method, fifty-eight by the 
gradual reduction, without ergot, and four 
by gradual reduction with ergot. From 
this, then, it would appear that, assum- 
ing other things to be equal, neither of 
these methods of treatment is any more 
prone than another to call into existence 
toxic kidney symptoms. It is perhaps not 
entirely true to say that my figures demon- 
strate that these kidney symptoms are not 
less prone to follow the more radical hy- 
oscine treatment than the other methods, 
for, as a matter of fact, the form of treat- 
ment selected has usually been deter- 
mined by my apprehension of the occur- 
rence of these symptoms, and, believing 
their cause to be shock, it has been my 
custom to apply the gradual reduction 
method almost exclusively in those cases 
who have used the drug for a long time in 
large amount, or who are past fifty years 
of age. Though of the patients treated 
by the use of sodium bromide and ergot 
one in four developed albuminuria (one 
of the fatal cases, by the way), the total 


number so treated is too small to base 
any conclusions upon. 

If toxic or uraemic symptoms do arise, 
they are to be combated here as in any 
other case, and with regard to the details 
of this treatment I will speak for a mo- 
ment only of the use of morphine. If in 
the course of the treatment of a case of 
morphinism there suddenly appears al- 
bumin in the urine in considerable 
amount, but without alarming diminution 
of the urinary output, or evidence of be- 
ginning coma, I would advocate the re- 
sumption of the minimum amount of mor- 
phine with which the patient may be kept 
comfortable. If such symptoms arise 
after the patient has been twenty-four or 
forty-eight hours entirely without mor- 
phine, I would be very hesitant about giv- 
ing him any with the hope of combating 
the symptoms in question, for, if the pa- 
tient has been more than twenty-four 
hours entirely without morphine, it has 
not been my experience that the resump- 
tion of the drug will cause the albu- 
minuria to disappear or the urinary out- 
put to increase. Upon the appearance of 
coma, whether the entire withdrawal of 
the opiate had been previously accom- 
plished or not, I would certainly withhold 
morphine, since, under those conditions, 
the drug would have the same deleterious 
effect of tending to lock up the secretions 
and further vbtund the patient as in any 
other case of uraemia. 


AUTOTHERAPY. 


By JOHN C. PARHAM, M.D. 
Passed Assistant Surgeon U. S. Navy. 
Charleston, S. C. 


In 1912 Duncan, of New York, de- 
scribed the use of pathological products 
containing the etiologic and complicating 
factors of disease and cited prior articles 
from his pen dealing with the same sub- 
ject. His article made a special appeal 
to me, situated as I was, and treating a 
class of cases especially adapted to the 
exhibition of autotherapy. 

Autotherapeutic agents are adminis- 
tered by the mouth and hypodermically. 
When the latter method is followed a fil- 
trate is employed and is termed an auto- 
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genous filtrate, and it is this method that 
I have employed with few exceptions, as 
it appears more efficient and exact. 

Broadly stated, infectious diseases at 
least are terminated successfully when 
the organism reacts and produces a suf- 
ficiency of opsonins, agglutinins, precip- 
itins, or whatever we may call them, to 
neutralize the causative agent of the dis- 
ease. The same principle applies in the 
production of immunity by vaccination, 
for instance, against smallpox or the ad- 
ministration of typhoid prophylactic 
against typhoid fever; here we artificially 
endow the body tissues, or rather cause 
them to be endowed, with antibodies which 
effectually neutralize their specific ante- 
cedents when introduced into the eco- 
nomy. 

Autotherapy uses the end products of 
disease processes, the toxins, to form an- 
tibodies with which to neutralize the or- 
ganism or organisms responsible for the 
pathologic condition; it means the pro- 
duction of active immunity. It is by no 
means clear to me why the toxins of dis- 
ease already subjected to absorption by 
the body tissues originating them should 
require removal and _ readministration 
hypodermically or per orem to pxoduce 
antibodies as rapidly as we require for 
therapeutic uses unless it is that they can 
not excite antibody production in tissues 
whose vitality is lowered as they can in 
healthy tissue; such appears to be the case, 
or the question of over-dosage may play a 
part. Duncan gives as a general rule: 


“When the pathological exudate or the end 
product (or a dilution of the same), of any lo- 
calized, loosely localized, and possibly non-local- 
ized infectious disease is filtered with a Berkfeld 
filter and the filtrate injected hypodermically, or 
placed in healthy tissues, antibodies specifically 
corresponding to the disease will tend to be de- 
veloped. 

“A corallary of this general rule is: In extra- 
alimentary and extra-pulmonary diseases, if the 
crude pathological end products are placed in 
the mouth specific resistance to the disease will 
tend to be developed.” 


Now it is indeed rare that any one or- 
ganism is responsible for the entire symp- 
tom complex of a disease. To cite an 
every-day example, let jus mention the 
mixed infection of the surgeon or the 


many complications of gonorrhoea with 
often in the latter stages an entire ab- 
sence of the gonococcus, the complicating 
organisms having dominated the field. 
Realizing this fact, laboratory workers in 
the preparation of vaccines have sought 
to render them more effective by includ- 
ing many of the complicating organisms 
and producing the so-called mixed vac- 
cines. Right here it may be well to state 
parenthetically that the underlying belief 
upon which autotherapy is based, accord- 
ing to Duncan, is that the unmodified sub- 
stance that causes the symptoms of a dis- 
ease—note that I say symptoms—can of- 
ten be utilized to cure the disease. The 
toxic element developed during the course 
of a disease is the substance that causes 
the symptoms of the disease, and that if 
these combined toxins are placed in 
healthy tissue, the tissues will react to 
them and that this reaction is the spe- 
cific reaction of the disease, i. e., specific 
antibodies are formed. The pus from a 
specific wound represents and contains 
the toxic end products of the disease. 
Moreover, it contains the toxic end prod- 
ucts caused by every organism complicat- 
ing the infection. Therefore, to develop 
antibodies, according to the theory set 
forth, which are absolutely specific, we 
administer a filtrate of the end product, 
usually wound secretion or pus. 

It may be reasoned that the natural 
curative reaction of the disease is the re- 
action against the exact toxins developed 
in that individual patient, or the reaction 
against the toxic complex. Upon this as- 
sumption it appears that we can never 
tell whom a stock vaccine will benefit — 
for if the patient from whom the stock 
was taken did not present the same symp- 
toms as our patient, the reaction, i. e., 
antibody produced, will not be exact and 
specific, and thus of only partial, if any, 
benefit. For instance, given a case of 
mixed infection. We may have any com- 
bination of from two to twenty organisms 
present, with each exerting a pernicious 
influence and producing separate and com- 
bined symptoms and pathologic changes. 
To administer an autogenous vaccine re- 
quires time and we are not certain that 
the correct organism is isolated; if we use 
a mixed autogenous vaccine we can not be 
certain of including all of the complicat- 
ing organisms, and unless that is done 
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the result can not be ideal, for certain an- 
tibodies will not be formed except by the 
slower natural process. 

As opposed to uncertainty in this re- 
spect the autogenous filtrate presents ad- 
vantages. Here the discharge from the 
infection containing ‘every toxin from 
causative and complicating organisms is 
mechanically separated from micro-organ- 
isms, mucus and extraneous matter, and 
there remains in the filtrate the toxins 
which are the therapeutic agent. 

The wound discharge, pus, sputum or 
urine containing the responsible organ- 
isms to the amount of a few minims or 
cubic centimeters, depending upon the 
amount available, is added .to 50cc. of 
sterile water in a sterile container, which 
is closed and then set aside for from 12 
to 24 hours in an incubator at about 99° 
F. A warm room serves the purpose as 
well; in the summer incubation is not re- 
quired where the temperature is around 
90° F. Exactitude, while desirable, is 
not absolutely requisite. 

The container should be vigorously agi- 
tated four or five times during the period 
of waiting. Upon the completion of the 
incubation period the contents of the con- 
tainer are passed through a Berkfeld fil- 
ter of sufficient fineness to prevent the 
passage of organisms and the resulting 


filtrate constitutes the finished product. — 


I have had no difficulty in procuring a 
filter such as described by Duncan from 
any of the larger surgical supply houses. 
The type employed costs about three dol- 
lars and consists of two parts, a mantel 
and a candle or cylinder. A rubber stop- 
per with one perforation, a right-angled 
piece of glass tubing and a hand atomizer 
bulb, the whole constituting a simple ap- 
paratus for increasing the pressure in the 
mantel, serves to expedite the filtration 
process. 

The usual surgical technique, steriliza- 
tion of apparatus and reception of filtrate 
in a sterile container, is observed. 

It is stated that a filtrate becomes de- 
cidealy toxic when kept for a much longer 
time than twenty-four hours, the degree 
of toxicity being in direct ratio to the 
length of time. Upon this I base one in- 
dication for dosage; a smaller dose is ad- 
ministered when the mixture is incubated 
for twenty-four hours than that used when 
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the incubation period has been twelve or 
eighteen hours. 

The dose also depends on the amount 
of discharge or pus used in making the 
filtrate and the condition of the patient; 
thus every dose is a law unto itself. I 
have used it within the limits of from five 
to thirty minims. It is administered as 
an ordinary hypodermic. The systemic 
reaction is silght; rarely does the tempera- 
ture exceed 100° F., and the local reaction 
is almost nil. 

The condition of the patient determines 
when the next dose is given; so long as 
improvement is manifested do not repeat. 
There is no danger of an anaphylactic re- 
action since no foreign proteid is intro- 
duced. I have never seen any ill effects 
attributable to an autogenous filtrate. 

There are some types of infection in 
which autogenous filtrates act almost mag- 
ically, among these those of the skin being 
pre-eminent. 

I regret that case histories accumu- 
lated for the past two years of my auto- 
therapeutically-treated patients were lost 
during shipment across the continent last 
summer, but I may rely upon memory for 
a synopsis. Under these circumstances 
observations can not be other than general 
and must lack many details. 


CARBUNCLE. 


My case records showed four cases. In 
three of these cases the infection was seen 
early, but after the multiple foci showed 
pus. Two of them were on the upper lip 
and adjacent cheek and were not opened 
as extensively as they would have been 
otherwise, neither were they cauterized. 
The pus from these infections was added 
to 50cc. of sterile distilled water and al- 
lowed to stand with occasional agitation 
for 24 hours. After passage through a 
Berkfeld filter 2cc. of the filtrate was ad- 
ministered per hypodermic. Resolution 
set in, and the day after injection the ap- 
pearance of the lesion was such as to 
cause me to doubt the accuracy of my 
diagnosis. In neither case was a second 
injection necessary. The third and fourth 
cases were seen after full development 
and were incised and treated as were the 
first cases. The well known very high 
mortality of carbuncle of the upper lip 
needs no comment. I feel that I should 
state that previous experience in similar 
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infections treated by autogenous filtrates, 
exclusively justified my actions in not in- 
cising and extensively cauterizing these 
lesions. 

An unusually rich clinic in skin lesions 
has led me to rely upon autogenous fil- 
trates in the treatment of furunculosis. 
The obstinacy of these cases is common 
knowledge. The method employed is in- 
cision, collection of a small amount of pus 


trate. A review of the literature on the 
treatment of puerperal sepsis will show 
how helpless we are in contending with 
this condition. Filtrates have proven of 
marked value in my hands in treating 
puerperal sepsis and I believe are well 
worthy of the confidence placed in them in 
this condition. 

No matter what the causative organ- 
isms, the principle underlying the treat- 
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Figure 1. 
Type of Berkfeld filter used in preparation of autogenous filtrates. (Correct position of illustra- 
tion will be observed if the Journal is turned around. The cut properly inserted would show 


the small end pointing downward.) 


from each lesion and, after adding water, 
proceed as detailed previously. Marked 
lessening of pain and discomfort, together 
with rapid resolution and regeneration of 
the affected areas, is noted within 12 to 
18 hours. Usually two or three injec- 
tions are necessary in treating a severe 
case, but rarely does a good-sized furun- 
cle appear after the first filtrate is admin- 
istered. 
Similarly cellulitis, lymphadenitis and 
like infections are treated by autogenous 
filtrates. Where no pus is available, as 
in the case of cellulitis before resolution 
or pus formation, my method has been 
to make free incisions and pack with 
sterile gauze. The dressing is kept wet 
with Wright’s solution and at the end of 
24 hours removed and the stained portion 
of the gauze clipped off and sterile water 
added. With this the filtrate is made. It 
is a disappointment to record that tendo 
synovitis as yet is not benefited by auto- 
therapy. In fact, in the deep infection 
of the hands and feet generally I have 
failed to see good resulting after the use 
of autogenous filtrates at ail comparable 
to. the benefit derived in other infections. 


In the obstetrical field puerperal sepsis 
is treated both prophylactically and cura- 
tively. The filtrate is made by clipping off 
a portion of the stained napkin and utiliz- 
ing the discharge thereon to make the fil- 


ment and the treatment’ are the same. 
While it is desirable to know the organ- 
isms responsible for scientific reasons, 
the knowledge helps the direction of the 
treatment not one iota, and can be as ef- 
ficiently carried out away from the labo- 
ratory and laboratory aids as it can be in 
the presence of these adjuncts, and thus 
is within the reach of the country prac- 
titioner as well as that of his confrere in 
the city. 

At the risk of being accused of talking 
shop, I want to prophesy a marked reduc- 
tion in infected wounds in military sur- 
gery when autotherapy is practiced pro- 


Figure 2. 
Hand Atomizer Bulb, Rubber Stopper and Glass 
Tubing. 
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phylactically. I make it a rule to admin- 
ister a filtrate in all extensive septic 
wound cases. The material for the fil- 
trate is obtained from the wound before 
the application of the usual tincture of 
iodine and consists of particles of foreign 
matter contaminating the wound and ex- 
pressed blood. In other cases the filtrate 
is made from a portion of the stained 
dressing impregnated with wound dis- 
charge taken at the time of the second 
dressing. 

Similarly. in intra-abdominal] and intra- 
thoracic conditions where pus is located, 
the patient receives twelve hours after op- 
eration a filtrate made from the pus; in 
otitis media a filtrate from the discharge, 
aural or naso-pharyngeal, would be of 
signal value in preventing mastoid com- 
plications. 

It will be seen that in surgical as well 
as medical fields the range of application 
of autotherapy is wide and what is to the 
point it is effective. It is obvious that the 
secretion of a wound upon which an anti- 
septic or germicide such as _ bichloride, 
phenol, etc., had been used, would be un- 
suitable. However, I believe that the day 
of these agents so generally employed in 
surgical practice is on the wane, and that 
the almost universal use of salt solution, 
salt solution and sodium citrate or 
Wright’s solution will supplant them. 
These solutions not being antiseptics or 
germicides in the literal meaning of the 
word, are not contraindicated where the 
employment of autotherapy is anticipated. 

It is claimed that in extra-pulmonary 
and extra-alimentary conditions the wound 
discharges are just as efficient adminis- 
tered by mouth. For instance a prescrip- 
tion would be 


Drachms 1 
Ounces 1 


Pus 

Aquae 

M. Solution. 

Sig. Drachms one every four 
hours by mouth. 


This being the case, the administration 
of the agent is still further simplified. I 
have not employed the method, therefore 
can not do more than to mention it. 
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So far as I have been able to ascertain, 
the entire credit for this method of treat- 
ment must be given to Duncan. The prin- 
ciples enunciated in this article are his al- 
most without exception, and the sole pur- 
pose of this article is to attempt to direct 
attention to the procedure in order that it 
may gain the wider employment its merit 
deserves. 

There are many points in connection 
with autotherapy which require study and 
elucidation. Among these the question of 
determination of dosage is important. So 
far only generalities can be indulged in in 
discussing dosage. The lack of toxicity in 
the recently prepared filtrate robs experi- 
mentation of apprehension and greatly fa- 
cilitates its employment. 

In closing I must state that it is not in- 
tended that in treating conditions amen- 
able to autotherapy that other measures 
be neglected; neither is autotherapy ad- 
vanced as a cureall; it is of absolute value 
in some conditions, a few of which have 
been cursorily mentioned, while others 
will immediately suggest themselves; for 
instance, bronchial and pulmonary affec- 
tions, gonorrhoea with its complications, 
bacillary dysentery, and the arthritides, 
where an infection can be charged with 
the lesion. 


Reference: N. Y. Medical Journal, Dec. 14 and 


21, 1912 


AUTHOR’S ABSTRACTS. 
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Tabes Dorsalis Simulating Acute Abdominal Dis- 
ease. By J. Morrison Hutcheson, Richmond, Va. 
The Old Dominion Journal of Medicine and 
Surgery, April, 1915, pp. 195-201. 

Visceral crises often occur as the first symptom 
of tabes. The crisis known as gastric may closely 
resemble any one of a number of acute abdominal 
conditions and is difficult of recognition if atten- 
tion is too closely confined to the abdomen. 

Six cases of tabes are presented illustrating 
how crisis may be mistaken for appendicitis, pap- 
tic ulcer, gallbladder or renal colic, or intestinal 
obstruction. 

The diagnosis of tabetic crisis can only be ar- 
rived at by a careful consideration of the case 
history together with a thorough physical exam- 
ination, including a painstaking investigation of 
the reflexes. Laboratory tests confirm but do not 
disprove. 
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TROPICAL DISEASES AND PUBLIC 
HEALTH 


THE CONSERVATION OF HEALTH.* 


By JOHN W. DUKE, M.D. 
Commissioner of Health, State of Okla- 
homa; Professor of Mental and Nerv- 
ous Diseases University of 
Oklahoma 
Oklahoma City, Okla. 


In about the year 1889 Louis Pasteur, 
the great French chemist, explained fer- 
mentation by showing that the various 
changes involved in the process were the 
result of the presence and growth of a 
micro-organism which he called the fer- 
ment. He therefore at that time fathered 
and founded the science of bacteriology 
and proceeded to demonstrate that the va- 
rieties of fermentation were due each to 
a special organism, and that when these 
atmospheric germs were absolutely ex- 
cluded no change took place. These dis- 
coveries proved of great service to the in- 
dustries of brewing and wine making, in 


which scientific certainty was substituted: 


for guesswork. By these demonstrations 
he changed the entire conception of the 
theory of disease in the civilized world. 
The discovery of vaccination for the 
prevention of smalipox by Jenner had not 
keen utilized until Pasteur generalized it 
by determining that each variety of fer- 
mentation has its origin in a specific fer- 
ment. Thus, in various maladies, the in- 
fection depends upon the presence of a 
specific microbe. Pasteur found that arti- 
ficial growths, or “cultures” of this mi- 
crobe, might be obtained, and that by a 
certain successiun of such cultures the 
virus or poison of the microbe became so 
weakened or attenuated that when ani- 


| mals were treated with such microbes the 


animals became immune, notwithstanding 
the fact that they suffered a slight attack 
of the given malady. Of great impor- 
tance was the application of this discov- 
ery to the treatment of cholera in fowls, 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, Nov. 8-11, 1915. 


and to anthrax in cattle and sheep. He 
finally extended it to the inoculation for 
rabies with beneficial effect. 

It therefore might be said in all truth- 
fulness that Pasteur is the father of the 
theory of the conservation of human life. 
In this theory of disease from micro-or- 
ganism he was ably assisted by his apt 
student, Robert Koch, who discovered in 
1882 the tubercle bacillus. In 1884 he 
discovered the cholera spirillum. In 
1885 he was appointed director of the 
Prussian Board of Health and thereupon 
began that wonderful system of the con- 
servation of human life in the Prussian 
empire which has resulted in the produc- 
tion of one of the most wonderfully vig- 
crous nations of men that the world has 
ever known. In 1890 he stated that he 
had discovered tuberculin, a substance 
that cured tuberculosis, but in this he 
was doomed to disappointment. This 
dread disease, let it be hoped, will be 
cured by some of his followers, and so 
cancer may be no longer feared as a 
scourge among the peoples of the earth. 

A few years ago the threatened exhaus- 
tion of certain of our country’s natural 
resources, due to ignorance and wanton 
extravagance, provoked an outcry that be- 
came national in its scope and intensity. 
The machinery of government, both fed- 
eral and state, was utilized to avoid dis- 
aster by conserving as nearly as possible 
what remained of our natural wealth. We 
are still engaged at this time in a reso- 
lute effort to avert the consequences that 
would follow the loss of various forms 
of energy necessary for the maintenance 
of our business industries. 


Incredible as it may seem, in this work 
of conservation most of the people were 
imbued almost solely with the idea that 
the only danger was in loss of forests and 
water power, coal deposits, and in lack 
of proper cultivation of the soil. They 
were oblivious of the fact that a tremen- 
dously greater and more vital loss—a hu- 
man loss—was at stake. The movement 
in behalf of the conservation of human 
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life in the United States is comparatively 
of recent beginning. 

The public was deeply impressed with 
the showing that the physical assets of 
the United States, such as lands, waters, 
minerals and forests, had a value of $100,- 
000,000,000. Then somebody showed that 
the country’s, vital’ assets, by which is 
meant capitalizing the cconomic products 
of the lives of the people, were from three 
to five times greater than the value of the 
physical assets. 

Thus, it suddenly became apparent, that 
the United States had about $500,000,- 
000,000 in vital assets, which it was mak- 
ing no effort to conserve. Furthermore, 
the country was losing 1,500,000 of its hu- 
man lives every year, and allowing 3,000,- 
000 to be constantly incapacitated. This 
represents an annual financial loss of 
three billion—no, not three million, but 
three billion dollars. 

As may be learned in any good compi- 
lation of vital statistics, most of the life 
waste is due to chronic diseases. Of the 
minor ailments, 90% are preventable. 

The great battle of this day in the 
United States is no longer one of divided 
interests. The federal government, the 
state governments, and all their subordi- 
nate municipalities are perfecting a public 
health service that in the course of a few 
years should bring changes in social con- 
ditions in the United States of perhaps 
more consequence than the saving of bil- 
lions of dollars in physical and industrial 
wealth that will follow the eradication of 
preventable diseases. 

The control of preventable diseases is 
an important factor in the lessening of 
chronic diseases. 

The educational campaign that is ac- 
quainting the people with the nature and 
origin of diseases, explaining the results 
of failure to combat the spread of germs 
and various infections, and prevailing 
upon the people to unite in local cam- 
paigns for the preservation of public 
health, is now under way in practically 
every community in the United States. 
Old prejudices, even superstitions, in ,ru- 
ral communities are being broken down 
with demonstrated facts. In some locali- 
ties it has taken a long time to convince 
the people that malaria is transmitted 
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by mosquitoes, and not the result of 
breathing “swamp air.” 

This campaign is receiving publicity in 
endless ways. All newspapers and peri- 
odicals attach much importance to accu- 
rately writtea and carefully considered 
health news. Most state departments of 
health conduct a health news service for 
the benefit of the public. The statement 
may be risked that at this time no other 
subject in the world, not excluding Euro- 
pean war news, is receiving in the United 
States the amount of publicity that is be- 
ing devoted to what broadly may be called 
the conservation of human life. And 
there is no likelihood of its - abatement, 
for we are learning that this is the great- 
est subject in the world, and will forever 
remain the greatest subject. 

Science is convincingly demonstrating 
the fact that right living is not only in- 
creasing the span of human life, but is 
giving to the individual greater mental 
and physical efficiency throughout the 
different periods of life. By the easily 
possible control of preventable diseases, 
and the observance of known hygienic 
and sanitary rules, it is estimated that the 
normal human life in this day could be 
increased about fifteen years. 

The lengthening of human life- with 
health would decrease the burden on the 
productive period of the individual, giv- 
ing the latter a longer time with greater 
strength to accumulate the wealth neces- 
sary for maintenance in the years when 
rroductivity wanes. 

The end of the working period is com- 
monly fixed ut sixty years. There is abun- 
dant reason for the hope that biological 
science may extend this limit to a much 
later period in life. Not only is the aver- 
age duration of human life increasing, 
but the rate of increase is also increasing. 
During the seventeenth and eighteenth 
centuries the lengthening of human life 
was about four years per century, and 
nine years during the first three-quarters 
of the nineteenth century. The present 
rate in Europe is seventeen years, while 
in Massachusetts and Prussia it is rela- 
tively fourteen and twenty-seven years. 
The average rate of improvement for all 
countries is about fifteen years. In Prus- 
sia, a highly conservative country in the 
discovery and application of scientific 
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medicine, conditions prior to the outbreak 
of the present war warranted the esti- 
mate that if progress had continued for a 
century at merely the present rate, hu- 
man life in that country would have been 
twenty-five to twenty-nine years longer 
than at the present time. 

As an emblem of individual freedom 
and independence, we point with bluster- 
ing pride to the great American eagle. 
We are given to the statement and to the 
feeling that in this land of the free we may 
do as we please, so long as we do not vio- 
late statutory law. Some declare that if 
they are able to pay for their whiskey, 
they have an inalienable right to drink 
any quantity of it; or, if by their own 
endeavor and ability they are successful 
in accumulating money, they are privi- 
leged to spend it in their own way and 


| without regard to other persons. 


There was never a worse philosophy in 
the world. There was never more false- 
hood conceaied under the covering of ig- 
norance. 

No man in civilized communities has a 
right to do as he pleases, unless he is 
pleased to realize the fact that he is a 
dependent member of society and a bene- 
ficiary of its institutions. Our individual 
happiness is measured by the comforts 
and conveniences which society has as- 
sembled for cur use, and by our intelli- 
gent use of them. We are bound by both 
economic and moral obligations. 

No man is free to do as he pleases, in- 
dependently of what the effect may be 
upon other men. He is not free, for ex- 
ample, to indulge in any excess or in any 
conduct that will decrease his ability and 
capacity for contributing in full measure 
to the welfare of other men. 

We have a most inadequate conception 
of our supposed individual rights and 
privileges. Men commonly declare that 
they will permit nobody to say how much 
whiskey they shall drink, or criticise them 
for the kind and quantity of food they 
shall consume. Such an attitude is not 
only ignorant and vicious, but a confes- 
sion of sordid selfishness of which only 
a savage might boast without a feeling of 
shame. 

It is the glorious province of human 
progress in this world to convince all of 
us as the generations pass that in the 


surroundings of enlightened society men 
more and more should feel their depend- 
ence upon each other, and realize more 
fully that the conduct of their lives 
should increase and not diminish the sum 
of human happiness. 

In the exercise of this so-called inalien- 
able right to do as we please, thousands 
of men forget that by this contempt of 
their obligations to society they may be 
overtaken by disease and poverty as the 
result of their wasteful and ill-considered 
conduct, and ultimately become burdens 
upon the very social organization whose 
rules and regulations they have so lightly 
considered. 

Accordingly, those who indulge in dis- 
sipation that destroys mind and body, 
while vehemently asserting that they are 
free to do as they please, are lacking not 
only in common honesty and patriotism, 
but are asking society to pay the bills. 
They are consuming and destroying re- 
sources which other men have brought 
together for the common good of human- 
ity, and which men have struggled to cre- 
ate since the beginning of time. 

No man has the right to impair to the 
slightest degree the efficiency of human 
life. He has no right to disregard the 
laws of health, for to the extent that he 
does so, he becomes a pauper and a bur- 
den upon society. He has no right in 
serving his own selfish purposes to use 
his property in a way that will result 
in injury to public health. He has no 
right to shirk his duty in contributing to 
public revenues intended for the better- 
ment of social conditions from which 
both himself and his neighbor mutually 
are to derive benefit. 

What should be the outcome of all this 
high endeavor for the conservation of 
human life? Concede the changes that 
would greatly lengthen the span of hu- 
man life, insure comparative freedom 
from disease, and give to each individual 
reasonable opportunity to exert to full 
capacity his constructive and productive 
energies. Is it the expectation and desire 
of society that the physically and men- 
tally improved man of wealth shall use 
his additional powers merely for the pur- 
pose of growing richer? That the farmer 
shall merely plant more acres and cut a 
wider swath with his scythe? That the 
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philosopher shall devote himself more 
constantly to the contemplation of the ab- 
stract? If human happiness is to be in- 
creased, shall it be merely the physical 
and sensual? 


Somewhere a noble ideal of human des- 
tiny must be linked with this great move- 
ment of the conservation of human life, 
to make it worth fighting for. There must 
be right motives and inspirations for hu- 
man happiness. Disease is commonly as- 
sociated with poverty and vice, which 
cause most human unhappiness. 
nikoff asserts that health and morality are 
correlative, if not interchangeable, than 
which a truer and more discerning state- 
ment was never made. 


Should we not expect the ideals of a 
stronger and happier people to express a 
finer conception of the duties of individ- 
uals toward each other? Dreaming of a 
nobler existence for humanity is worth 
while, especially if there is work to make 
the dream come true. With all its sur- 
passing charm, Greek civilization failed 
to the extent that it was lacking in the 
elements of compassion. There was plenty 
of retribution and vengeance, but not 
much human sympathy, especially for the 
poor and the weak. 


Not until about two thousand years ago, 
in the multitude of beliefs that the world 
had known, was there an ethical appeal 
that deeply and permanently touched the 
hearts of men. Jesus Christ reconstructed 
the foundations of society when He 
taught men to believe that each was the 
other’s keeper, and that men should do 
unto others as they would have others do 
unto them. In this a new hope was given 
to the world. Nothing may be substi- 
tuted for it. It measures all depths and 
heights, and is adapted to all relations. 


In this great movement for the con- 
servation of human life it should be pos- 
sible to invigorate the spiritual no less 
than the mental and physical elements of 
human society. Disease and uncleanliness 
are synonymous. Filth and disease are 
born in the same bed. Clean bodies, clean 
minds, clean souls. 


At no other time in history has the op- 
portunity been greater, nor science more 
willing, to serve humanity. 


Metch- 


311 


DISCUSSION. 

Dr. J. H. Florence, Houston, Texas.—There is 
not much to be added to what the essayist has 
said. There can be no doubt but what the con- 
servation of public health is the greatest question 
before us today, particularly in connection with 
the European war, and one great step is agita- 
tion, agitation. That is the keynote. People in 
time of peace have got to be prepared to go to 
and demand of the legislature that health au- 
thorities be clothed with the proper authority, 
and with money and full-time health officers, 
money, men and authority will do the rest. 

I wish to thank the doctor for his paper. 


MALARIA AND PSEUDO-MALARIA.* 


By ARTHUR A. HEROLD, M.D. 


Health Officer and Coroner of Caddo Par- 
ish, Louisiana; Formerly City Health 
Officer of Shreveport, etc. 
Shreveport, La. 


Malaria, as we know, is a clinical entity, 
a disease caused by the specific organism, 
known as the plasmodium malariae, the 
hemameba malariae, etc. But, in the 
minds of many people, this is more of a 
condition than a disease, we often hearing 
expressions of “full of malaria,” “a touch 
of malaria,” when, as a matter of fact, 
the disease can not be demonstrated either 
from a microscopical or clinical stand- 
point. I regret to state that physicians 
are, as a rule, responsible for this mis- 
conception. 

The object of this paper is to bring 
before you certain points in the diagnosis 
of malaria and to venture some assertions 
which may bring out discussion on this 
subject—one of such vital importance to 
our Southland. I refer to diagnosing ma- 
laria as such and not deceiving ourselves 
or our patients by calling auto-intoxica- 
tions, incipient tuberculosis, choleangi- 
tis, typhoid, paratyphoid, etc., malaria, 
simply because they happen to exist in a 
community that has or had some malarial 
fever. Why, I have seen advanced tuber- 
culosis diagnosed as “malaria with inter- 
costal neuralgia and bronchitis.” Such 
errors are, it is true, due to carelessness 
rather than ignorance. 

Chills with fever and sweats, occurring 
every day at the same time, do not neces- 
sarily mean malaria—they may be septic. 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal 
las, Texas, Nov. 8-11, 1915. 
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A differentiation by a blood smear will 
easily clear this up; regardless of the find- 
ing of the plasmodia malariae, we may 
estimate the leukocytes. And now, men- 
tioning blood examinations brings on 
“more talk.” Many of our friends, espe- 
cially teachers, tell us that the blood shoulc 
always be examined before administering 
quinine. This is, by no means, always 
practicable, for several reasons, to-wit: 
(1) Many physicians are not prepared to 
make the examinations and have no labo- 
ratory convenient; (2) often the case is 
encountered a number of .miles from the 
physician’s office and he is caught un- 
awares, having no slides with him, and 
he has not the time to go after them and 
the patient has not the money to pay him 
for the double trip; (3) even tho free labo- 
ratory facilities at the State Board of 
Health office may be offered, it is often 
not feasible or safe for the patient to wait 
a day or two for a report. Therefore, I 
dare say 90% malaria is diagnosed clin- 
ically and many cases of “pseudo-malaria” 
are also diagnosed clinically among these 
as malaria. 

In my particular locality, northwest 
Louisiana, malaria has been more plenti- 
ful this year than for several years past, 
due to the high water, the excessive Au- 
gust rains and the late fall. We have 
been able to demonstrate, microscopically, 
the tertian and estivo-autumnal malariae, 
especially the latter. In an experience 
covering over eight years I have not seen 
the quartan parasite there. 

Generally speaking, there are three 
methods of diagnosing malaria: First, by 
the therapeutic test— purely empirical, 
but in common use. I know that this is 
familiar to most of you: Called to a case 
of fever, tentative diagnosis of malaria, 
quinine given, either at regular intervals 
or before the expected chill, fever persists, 
physician sweats, more quinine; called 
again, decides to have blood test made for 
typhoid, paratyphoid and _ leukocytosis. 
Or, perhaps, patient takes quinine and no 
more fever; therapeutic test proves either 
that patient had malaria—or that he did 
not have it, auto-intoxication, febricula or 
what not, which would have subsided after 
a cleansing of the intestinal tract alone. 
In other words, it proves nothing. 

Second. By the clinical examination, 
with history: malaria in community, mos- 


quito bites, a severe chill with high fever, 
perhaps an enlarged, tender spleen, etc. 
Here again we are only reasonably sure; 
not positive. 

Third. By the blood examination, the 
most scientific, but not always definite. 
Remember a negative laboratory report 
means nothing; there may be only a sin- 
gle infection and the blood may have been 
taken at an inopportune time; perhaps 
the microscopist may be in a hurry and 
therefore does not search thoroughly 
enough; then, again, as very often hap- 
pens, the patient may have taken enough 
quinine, himself, either as such or in one 
of the many chill tonics, to prevent us from 
finding the plasmodia in the superficial 
blood. Positive findings, of course, mean 
malaria, but not, necessarily, only mala- 
ria. 

So much for difficulties in diagnosing. 
Now for some pitfalls or“pseudo-malaria.” 
The following cases are illustrative: , 


Case 1—White, female, aged 11. Had been 
subject to spells of fever nearly every summer, 
temperature running an irregular course, with no 
chills; had had several physicians, but no blood 
examination had everbeen made; diagnosis of 
malaria on each occasion, a number of doses of 
calomel and constant use of quinine had been 
the therapy until the fever ceased, which was 
usually at the end of ten to fourteen days. I gave 
an initial mercurial purge, then on a restricted 
Giet, while I made a careful blood study. Sev- 
eral smears were negative for malaria. Widals 
were negative for typhoid and paratyphoid and 
blood cultures were also negative; the only ab- 
normality that I could find in the blood was a 
moderate eosinophilia. No further medication 
was given and patient was comfortable through- 
cut the attack, which lasted, all told, about one 
week, with no recurrence. Diagnosis, autointoxi- 
cation. 

Case 2—Mrs. H., white. Was visiting another 
city when she developed a chill and high fever. 
Clinical diagnosis of malaria was promptly made 
and the usual treatment instituted; quinine con- 
tinued for six days, in spite of its ineffectiveness. 
In answer to my telegram, was advised that it 
was a plain case of malaria and that the plas- 
modia were present in great numbers. Patient 
was then brought home, with temperature 102, 
after which she received no more quinine. Re- 
peated blood examinations were negative for the 
malaria plasmodiae. Widals reaction was posi- 
tive for typhoid, temperature fell by lysis and pa- 
tient recovered at the end of five weeks. 


I could cite many more such cases and 
I feel sure that my listeners also know 
similar ones. To go on would bore you, 
so now for my point: 
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What, now, are the disadvantages of 
faulty diagnosis? 

1. We uselessly cinchonize, and thereby 
often depress, surgical cases and con- 
sumptives. 

2. The art of medicine suffers by “slip- 
shod” methods, as the laity learns to 
cinchonize all fevers and then, if quinine 
fails, to call physician, who should have 
been given opportunity to diagnose at 
first. 

8. But most important. Efforts at pro- 
phylaxis and eradication are greatly ham- 
pered; for; if we are sure of the diagnosis, 
it is our duty not only to relieve the at- 
tack, but, also, to use every effort to free 
the patient’s blood of the infection and 
thereby prevent him from carrying ma- 
laria from one season to the next. 

I shall now draw conclusions, which I 
expect to be criticised severely in the dis- 
cussions which follow. 

1. The most valuable means of diagnos- 
ing malaria is by the-blood examination, 
which, if positive, is conclusive. 

2. Inasmuch as the facilities are not al- 
ways at hand for taking smears and in- 
asmuch as a negative report means noth- 
ing, we are justified, in some instances, in 
making a diagnosis clinically. 

8. When in doubt and when the pa- 
tient’s general condition is good, especially 
in those cases where he has already been 
partly cinchonized, the therapeutic test 
may be tried, but never over 72 hours. 

4. We should always carefully examine, 
clinically and hematologically, those cases 
of vague, low grade fevers diagnosed as 
malaria. 

5. The vital necessity of care in diagno- 
sis is not so much for the individual case, 
but for prophylaxis of the community. 


TREATMENT OF MALARIA RELA- 
_ TIVE TO ITS ERADICATION.* 


By T. E. WRIGHT, M.D. 
Monroe, La. 


In the preparation of this paper I have 
endeavored to maintain the viewpoint of 
the average practitioner, and yet, with 
proper perspective interest, the more tech- 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, Nov. 8-11, 1915. 
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nical man. An apology is not offered for 
the elementary features of this paper. 

That we have malarial carriers through- 
out malarious districts, and often in other 
districts, is no longer a question; that 
these carriers play an important role in. 
the dissemination of the disease is just 
as true. To do very effective work against 
malaria we must attack both the mosquito 
and the carrier. 

For convenience all carriers may be 
divided into two groups. One group 
never comes under the observation of the 
physician; the other group has been un- 
der the treatment of a physician during 
an acute attack or some recurrence, and 
has not had the blood properly sterilized 
so far as concerns the plasmodia of ma- 
laria. This group of carriers is not a 
very considerable number when com- 
pared to the great number of carriers scat- 
tered over the country, yet it is a very 
important group, in that the physician 
can here render such valuable service; 
this group may in time be eliminated. 

This naturally brings us to the consid- 
eration of the question: What method or 
plan can be used by the physician by 
means of which the blood of the malarial 
patient may be more often and more thor- 
oughly sterilized of malaria while he is 
yet under the control of the physician? 
This loss of control before the treatment 
is completed is doubtless responsible for 
many carriers. 

The usual method of treatment among 
the rank and file of general practitioners 
permits at least a tentative loss of control 
when the patient is given instructions as 
to subsequent medication. That a very 
small per cent of malarial patients carry 
out instructions for subsequent treatment 
is too well known to discuss here. The 
average patient has a physician just to 
“break the fever” or “break the chills.” 

An unusual method of treatment and yet 
one that deserves some consideration at 
our hands, I have tried out as faithfully 
as possible. I refer to the intravenous use 
of quinine in malaria. 

Unusual opportunities have been of- 
fered at the St. Francis Sanitarium, in 
North Louisiana, for the study of malaria. 
This institution is utilized by the Missouri 
Pacific-Iron Mountain Railroad System as 
a hospital for its men. Because of its 
location this hospital receives quite the 
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largest part of the malarial cases on the 
entire system. During the years of 1912, 
1913 and 1914, according to the records, 
there were treated at this place 747 cases 
of malaria among the railroad men. Dur- 
ing this year, beginning January 1st and 
ending November Ist, there have been 
treated here 249 cases. 

During the past season, and with con- 
siderable interest, the hospital department 
of this railroad has considered the ques- 
tion of an intensive type of treatment; a 
treatment that will give a constant, 
prompt and thorough result. The thor- 
oughness of the treatment has been con- 
sidered largely along economic lines; a 
saving of two or three days in the hos- 
pital, without any recurrence of an attack, 
is greatly desired, and is a matter of con- 
siderable importance when applied to sev- 
eral hundred men within a year. 

Again referring to the hospital records, 
it is found that in 1913 the average days 
in the hospital per patient of the malarial 
patients for the full year was 6.5 days; in 
1914 it was 6 days, and of the 1914 list 
80 cases were selected and treated intra- 
venously. In 1915 up to November Ist, 
during which time more patients have 
been treated for malaria than either of 
the two preceding years, the average num- 
ber of days in the hospital per patient was 
reduced to 4.1 days. Of the 1915 num- 
ber, 91% had the intravenous treatment. 

This economic feature of intensive 
treatment and prompt results, when ap- 
plied to the whole malarial district in the 
South, is a matter of much greater impor- 
tance and should receive serious consid- 
eration on the part of medical men. 

Last November, at Richmond, I reported 
to this Association in a paper, “Thirty 
Cases of Malaria, Estivo-Autumnal, Treat- 
ed with Quinine Intravenously.” This se- 
ries was taken from the 1914 number I 
have mentioned above. Through the dif- 
ferent foremen and through other chan- 
nels I have been able to make a check upon 
these thirty cases as to a recurrence. Of 
course a distinction must be drawn, when 
possible, between a recurrence and a new 
infection. Of the thirty cases reported in 
last year’s series I have a check on twen- 
ty-two; of this number six had a second 
attack; of the six, four were evidently re- 
infected. Of the 249 cases of railroad pa- 
tients treated this year, 228 were treated 


with quinine intravenously; of this num- 
ber only 195 were confined in the hospital; 
the others were out patients. As far 
as possible we are checking up this 
list as to recurrences; as yet the check 
on these cases is incomplete, because some 
of the more recent ones have not yet had 
time for a recurrence. However, it ap- 
pears at this time that the percentage of 
second attacks in the cases treated this 
year will be very small. A more detailed 
report on the check of this second series . 
of cases will be published when complete. 
Private cases, while mentioned, are not in- 
cluded in this series because of the diffi- 
culty in keeping complete records. 

I have treated both tertian and estivo- 
autumnal by this method with uniform 
results, the estivo-autumnal constituting 
approximately 70% of the cases. 

The observations made upon the orig- 
inal thirty cases reported have been con- 
tinued during this season, though not so 
extensively as last year; with few excep- 
tions our findings have been the same. 
Some new observations I will mention here 
as of considerable importance. 

The ecbolic action of quinine, in 10 
grain doses, when given intravenously, is 
unquestionably pronounced. Of eighteen 
cases of malaria in women treated with 
quinine intravenously uterine cramp de- 
veloped immediately in five. Fortunately, 
the method was not used during pregnancy 
before this particular effect was noticed. 
Even with this small number treated I 
believe that, without a doubt, pregnancy 
contraindicates quinine administered in- 
travenously. 

Three cases of idiosyncrasy, one a vom- 
iting idiosyncrasy, the other two urtica- 
rial in type, were treated. The first men- 
tioned had a more or less active estivo- 
autumnal infection extending over twelve 
weeks, which responded promptly and no 
vomiting ensued. The urticarial cases 
had the same treatment as to dosage and 
frequency of dosage as other patients and 
no rash was noticed. One of the last men- 
tioned cases had previously been confined 
in this hospital for an operation, and dur- 
ing his convalescence was given the usual 
ward tonic which contained, among other 
things, two and one-half grains of quinine. 
After the second dose the urticaria ap- 
peared. As above mentioned, no urticaria 
appeared when treated intravenously. 
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I mention below a few points of general 


interest relative to this method of treat- 
ment. The quinine is given now in a 20cc 
all-glass syringe. The size of the needle, 
as well as its length, is of some impor- 
tance; I am now using a twenty gauge, 
114, inch needle, which is most satisfac- 
tory. The dose is uniform and is ten 
grains. Rather frequently it has been 
noted that if the dose is administered only 
once in twenty-four hours the impression 
made upon the disease is inadequate and 
the general result is not prompt. We are 
now giving at least two doses during the 
twenty-four hours, with from eight to ten- 
hour intervals. Not infrequently, in the se- 
verest cases, the treatment has been given 
in eight-hour intervals for four or five 
doses. 

Relative to the rate of administration: 
Aside from saying that this should be rea- 
sonably slow, I do not attach any impor- 
tance to this point. Every molecule of 
our quinine solution must come in con- 
tact with living red blood cells whether 
given rapidly or slowly. It is a danger- 
os excuse for giving a concentrated solu- 
tion when we can say we are giving it 
slowly. I do not wish here to criticise 
Bacelli, who introduced this method. His 
direction for a slow administration was 
evidently an excuse for his concentrated 
solution. The claim that the blood will 
dilute our solution is in error; the dilution 
should be with reference to the blood. 

Four cases of malarial hemoglobinuria 
were treated by this method, with recov- 
ery, which was rather prompt and un- 
eventful. A full discussion of these four 
cases, while tempting, is impossible here. 

The importance of using fresh distilled 
water in making up the solution, I wish 
again to repeat. I am inclined to believe, 
however, that a stock solution properly 
prepared, with the quinine added imme- 
diately, may be kept in the office and used 
for a reasonable length of time. Solutions 
made up and bottled in my laboratory and 
kept at varying periods of time of from 
one week to five weeks have been admin- 
istered, and in only one of these test solu- 
tions was a reaction noted. Much of 
the difficult detail work incident to an 
intravenous treatment of quinine would 
be eliminated if a stock solution would 
keep. It is possible to have this stock 
solution put on the market by some of 
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the large drug houses. I am inclined 
to believe, disregarding the few tests I 
have made, that quinine will inhibit the 
growth of- the objectionable elements in 
old distilled water and saline when added 
to a fresh solution with the exception of an 
occasional mould. The most helpful aid 
to the physician in this plan of treatment 
will be the ampoule with the quinine in 
proper dilution, 5 grains in 10cc, or 10 
grains in 20cc. Until an ampoule is on 
the market in proper dilution, I am in- 
clined to recommend the stock solution 
purely as a matter of convenience, espe- 
cially for institutional work. 

The general technique is too simple to 
outline here. In my service in this hos- 
pital I have taught during this season 
eight of the nurses to give this treatment; 
and by the close of the season, nearly all 
of the visiting staff merely write their di- 
rections on the chart for an intravenous 
quinine treatment, as he would for an or- 
dinary hypodermic treatment. It must 
not be construed from this that we attach 
such little importance to a treatment of 
this kind to risk it in the hands of incom- 
petent assistants; however, such great im- 
portance has been attached heretofore to 
intravenous therapy, relative to its dan- 
gers, I mention this above for this special 
purpose. 

Records of temperature and pulse have 
been made at the time of the treatment, 
and every hour thereafter until the tem- 
perature is normal. From this we have 
been able to approximate the time when a 
given case will reach normal 'ttempera- 
ture; and so constant have been the re- 
sults, that the nurses on duty in the rail- 
road service soon were able to approxi- 
mate the time to within two or three hours 
when a given patient would reach normal 
temperature. The temperature of an es- 
tivo-autumnal case declined almost as rap- 
idly as that of a tertian following a chill. 


CONCLUSIONS. 


1. Intensive treatment of malarial pa- 
tients must be employed if we decrease 
the number of carriers. 

2. The intravenous use of quinine, ad- 
ministered with proper care, in doses of 
ten grains, in proper dilution, repeated in 
from eight to ten hours once or oftener 
according to the case, is a type of inten- 
sive treatment that more nearly sterilizes 
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the blood of malaria than any other meth- 
od heretofore employed. 

8. Fewer cases of recurrence will fol- 
low the intravenous use of quinine. 

4. The discomfort to the patient is 
slight, of short duration, not lasting over 
five or six minutes; no unfavorable effect 
has been noted upon kidneys, circulation, 
nervous system, eyes or gastro-intestinal 
tract; no vomiting is noted except in high 
temperature. 

5. The ecbolic effect is sufficiently pro- 
nounced for pregnancy to be a contraindi- 
cation. 

6. Urticarial and vomiting idiosyncra- 
sies do not appear to be evidenced in this 
method. No case of hemoglobinuria has 
followed its use. 

7. The technique is so simple that nurses 
in training may be taught to administer 
quinine by this method with reasonable 
certainty. 

8. An ampoule of proper dilution is in- 
dicated. There are none at present on the 
market of sufficient dilution to be safe for 
intravenous use. These will appear dur- 
ing the next season. In the absence of a 
proper ampoule I recommend a stock so- 
lution, especially for institutional work, 
as a matter of convenience. 

9. The results in thirty cases treated 
last season, 228 treated this season, have 
been uniformly prompt, constant, and en- 
tirely satisfactory. : 

10. In the railroad service at the St. 
Francis Sanitarium, in Monroe, La., the 
men leave the hospital and return to their 
work two days earlier, according to the 
hospital records, than by the former 
method of quinine by mouth. The hos- 
pital records further show fewer returns 
this season than ever before. 

11. While the technique is simple, I 
would not urge any physician who is not 
reasonably careful as to asepsis to use 
this method of treatment. Reasonable 
care, at least, is imperative. 


“A Concentration Method for the Diagnosis of 
Malaria,” by Drs. William Krauss and J. S. Flem- 
ing, read in this Symposium, was printed in our 
February issue (1916), pp. 141-144. 


DISCUSSION SYMPOSIUM ON MALARIA 

Papers of Drs. Herold, Wright and Krauss. 

Dr. R. H. von Ezdorf, U. S. P. H. S., New Or- 
leans, La.—The subject as presented in the pa- 
pers could be widely discussed. I will only touch 


upon several points that have been brought out 
in these papers. Dr. Herold uses the term pseudo 
malaria, which I believe is unfortunate. I notice 
that he specifies the low grade fevers as belong- 
ing to pseudo malaria. The term masked malaria 
has been used to embrace such diseases as that 
spoken of and has come to be used to embrace 
nearly every disease unrelated in any way to ma- 
laria. This term pseudo malaria should not be 
used any more than pseudo-any-other-disease 
when malaria is meant. 

The points in the paper are well covered and 
there is nothing that I could add to it. In fact, 
all of the papers that have been read on the 
treatment of malaria are excellent. I want to 
congratulate the doctors on the excellent results 
obtained. 

With reference to the paper of Dr. Wright, I 
can not report on as many cases as haye been 
presented by this method of treatment. From 
what I know and from what I have learned in 
talking to physicians regarding the results of in- 
travenous injections of quinine, the results have 
not been uniformly as good as those that have 
been reported. 

I believe that we should limit the intravenous 
use of quinine to the treatment of complicated or 
the more pernicious forms of malaria. I use and 
aavise a less concentrated solution of quinine 
than the one cited by Dr. Wright. I think that 5 
grains of quinine for each 50cc of normal ‘salt 
solution to be a safer dilution. I have used 15 
grains of quinine in 150cc of salt solution for 
intravenous use and repeated it every 18 to 24 
hours until four doses have been given. 

Dr. Wright makes a point that by the method 
used by him cases of malarial fever remain in 
the hospital much shorter time. I believe that 
similar results can usually be obtained by the 
use of quinine in solution given by mouth, as the 
acute symptoms are easily controlled. If a case 
of fever is not controlled after five days of treat- 
ment with quinine, given properly, then it is likely 
not to be a case of malaria. I usually treat my 
cases by the use of quinine given in acid solution 
administering 10 grains three times a day or 10 
grains every six hours until the acute symptoms 
are relieved; as I have stated, in a case of ma- 
laria good results are obtained within three to 
five days. 

With reference to the concentration method de- 
scribed by Dr. Krauss, this is a new one, and, 
knowing how accurate he is in his work, we can 
accept it as unquestionably reliable and accu- 
rate. I think that the method has its limitations 
and is to be used only by men that are versed 
in laboratory technique, and that it might be 
done in hospitals. The concentration method em- 
ployed by me is what is generally known as the 
“thick blood smear method.” This has given us 
excellent results. I believe the method should be 
more generally used by the practitioner. It is 
convenient and requires no additional apparatus 
in the technique of making it or of staining it. 
However, in using the thick blood smear method 
one should be thoroughly familiar with the para- 
sites in the thin blood smear before undertaking 
the thick blood smears and he should also make 
trial specimens with known cases in order to fa- 
miliarize.himself with the appearance of the 
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parasite in the thick blood smear. I believe that 
the method is the only one practical in the ex- 
amination of blood of a large number of persons 
where we desire to establish a parasite rate. 
The thick blood film method is advocated by 
many men who have undertaken to do work of 
this kind. The most recent that I might mention 
is that of Barber and those associated with him 
in their- work on the subject of malaria in the 
Philippine islands, which has been described in 
the Philippine Journal of Science, May, 1915. 

The Pubiic Health Service has thus far com- 
pleted an examination of 13,526 persons, of which 
number 1,797, or 13.28%, were found to contain 
parasites. In a special study made by Technical 
Assistant H. A. Taylor, connected with the mala- 
rial investigations being conducted by the United 
States Public Health Service, he examined 526 
thin smear preparation corresponding to the 526 
thick smear preparation, the thick all positives, 
in which parasites were found. In the thin prep- 
aration he could only confirm the findings in 
125, or 23.7%. You can see from this that the 
thick blood smear has a greater advantage over 
the thin. Even in thick blood smear work the 
element of time devoted to an examination is a 
factor. In our malaria index work we make it a 
rule to examine thick blood smear not longer than 
five minutes, but Barber in the Philippines, and 
others, and even in our own experience we may 
sometimes find parasites in the thick blood film 
where they are extremely scanty, if the examina- 
tion extends over a longer time—that is, ten or 
possibly fifteen minutes. 

The method of Dr. Krauss, in which a much 
larger quantity of blood is used, would undoubt- 
edly give still better results where the parasites 
are very few in number. One point of interest I 
failed to mention in the examination of blood 
smears for establishing malarial index is the 
finding of the gametocyte in but 24% of those in 
whom parasites were found. This means that 
about one out of every thirty persons of the 
13,526 examined was a carrier, a potential factor 
for the transmission of malaria. In other words, 
a malaria-bearing mosquito biting such carrier 
might become infected, as the sexual forms nec- 
essary are present in the blood. From my ex- 
perience, I believe the thick blood smear method 
to be sufficient in the examination of persons sus- 
pected to have malaria. 

Dr. Louis Leroy, Memphis, Tenn.—The subject 
is one which has been extremely interesting to 
me recently, because I have been able to apply it 
largely to the development of the method of Dr. 
Krauss; and hecause a great deal of the work 
bas been done with some of my patients in the 
city hospital service in Memphis, and I can merely 
say that it frequently has happened that with a 
reasonably good laboratory force we have re- 
peatedly had negative reports for both thick and 
thin smears when examinations by the concen- 
tration method have shown positive and subse- 
quent history bore it out. 

In one case of hemoglobinuria repeatedly care- 
ful findings failed to show any parasites, but 


they were found upon subsequent investigations 
by the concentration method of Dr. Krauss. In 
another case.gametes were found, in a case of 
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hemoglobinuria. So that it is a considerable ad- 
vantage in the ordinary case, 

There is one thing that the concentrated method 
does. It does not destroy your parasites. It gets 
them in shape you can observe them just as they 
are, I regard that, from the interne’s standpoint, 
a very valuable thing. 

As to the point about the intravenous use of 
quinine, I have used it a great deal this year 
and have had very good results. I have used it 
ir a good deal larger doses; used it up to 25- 
grain doses with satisfactory results. The amount 
eo” dilution that the doctor insisted upon is not 
always necessary. 

Dr. Nathan Barlow, Honduras: I was very 
glad to hear Dr. Leroy’s discussion. I have 
treated about 100 cases of malaria with intraven- 
cus mercury, 50 of them with mercury alone and 
5C of them with mercury and quinine together. 
The results were such as to confirm most of Dr. 
Leroy’s remarks and also the results obtained by 
Dr. Lyons as reported in the American Journal 
of Tropical Diseases and Preventive Medicines. 

As sufficient time has not yet elapsed to be 
sure of any relapse in these cases, I would prefer 
not to enter into the discussion of this point 
further than to state that I believe that mercury 
will be found to be of value as an adjuvant to 
quinine, especially in aestivo-autunnal ¢ases. 

In Dr. Herold’s paper I thought that he omitted 
one disease which is often mistaken for malaria. 
Many cases of hook worm present a daily fever, 
weakness, emaciation and enlargement of the 
spleen and are almost indistinguishable, clin- 
ically, from chronic maJaria. Inasmuch as the 
antipyretic and tonic effects of quinine may cause 
temporary improvement in such cases, they may 
often be mistaken for malaria for long periods 
of time. 

With regards to Dr. Wright’s report, I have 
myself used quinine intravenously very exten- 
sively in my work in Honduras, often giving as 
many as from four to six intravenous injections 
of 15 to 25 grains. In nearly all of these cases 
subsequent oral administration was required to 
remove the parasites from the peripheral blood; 
and I can not believe that a few intravenous in- 
= can be relied upon to cure cases of ma- 

a. 

As Dr. Wright states that there have been many 
more cases in his section this year than in pre- 
vious years, it seems probable that the greater 
number of cases treated by him were of very re- 
cent date, and we know that such cases are often 
cured by comparatively brief administration of 
quinine, 

I think that all of us, in reporting results of 
treatment of malaria, should pay particular at- 
tention to classifying the cases according to the 
length of time that the disease has been present 
before treatment was begun. 

Dr. C. P. Gray, Monroe, La.—There is one point 
which was brought out by Dr. Herold which I 
wish to commend. This is the mistaken idea so 
many physicians have had in regard to treating 
every low grade fever or every chill and fever 
as malaria. The mistake has been that a phy- 
sician sees a case as above mentioned and makes 
a@ snap clinical diagnosis as malaria and so treats 
it for from one to three weeks with no improve- 
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ment, when it finally dawns upon him that the 
case in question is one of tuberculosis or some 
other similar condition which is associated with 
a low grade fever or with both fever and chills. 
I could mention several just such cases and am 
sure that you older physicians could recall even 
more. 

As a whole Dr. Herold’s paper was very prac- 
tical and well chosen to come under this Section, 
and contains much timely advice in the diagnosis 
and handling of malaria cases, 

With reference to Dr. Wright’s paper on the 
intravenous use of quinine, I must say I am very 
glad to have heard the doctor read this paper. 
I have nothing to say but to commend and en- 
dorse what the doctor has said. I have been 
more or less familiar with Dr. Wright’s work in 
bandling his malarial cases for the past two or 
three years, as we are both on the visiting staff 
at the same hospital. For a period of about nine 
years I did a large general practice in a so-called 
malarial district, even much worse than we have 
around Monroe. It was then that I tried quinine 
in every form and in almost every known mode 
of administration. I finally adopted the intra- 
muscular method, and while in the majority of 
the cases I got good results, it was only a ques- 
tion of time before I began to have sloughs and 
lerge indurations with an area of anesthesia 
which persisted for an indefinite length of time. 
This, no doubt, you are all familiar with, and 
must admit that it is a very serious drawback 
to this method. Upon the advice of Dr. Martin, 
of Hot Springs, I began the use of the di-hydro- 
chloride put up in ampoules in seven and one- 
balf grain doses. This form proved satisfactory 
ix many cases, but still there was that severe 
form of malaria which demanded radical and 
severe treatment if we were to be of service to 
the patient. It was in this class of cases that 
I first began the intravenous method as you have 
heard described by Dr. Wright. I have used the 
method in something like forty-five cases and 
have no cause to regret its use in a single case. 
I would not, however, advise its use as a routine 
measure in every case of malaria, but in those 
severe cases and in the case where it is doubtful 
that the patient will follow the treatment out- 
lined or in the case where time is a factor, I 
would not hesitate to use it nor recommend its 
use. The exact size of dosage or some of the 
minor details may yet have to be worked out, 
but the method has clearly demonstrated that it 
bas a place in the treatment of the’severe types 
of malaria. To make my position clear, I wish 
to report my experience with the method in just 
one case. A patient was sent to me with an 
acute appendix. During the routine blood ex- 
amination, it was found that he was also heavily 
infected with malaria. I had to operate on the 
case at once and remove a big, red, rosy appen- 
dix. As early as possible I began the adminis- 
tration of quinine by mouth with the hopes of 
eradicating the malaria. The patient was ap- 
parently relieved of the malaria and his recov- 
ery was otherwise uneventful. Two weeks later 
this same patient was sent back to me with a 
very severe case of malaria. I then adminis- 
tered to him three intravenous injections of seven 
and one-half grains of bisulphate of quinine in 


20cc of freshly distilled water on successive days. 
The patient remained in the hospital four days 
and has since been in good health. 

Dr. A. A. Herold Closes.—I merely wish to ask 
Di. Wright to bring out. if he knows, the appli- 
cation of the intravenous method as to whether 
it actually cures any more than by mouth or 
otherwise. 

The general object of my paper was to call 
attention to the matter that has been brought out 
so much before us, viz: the necessity of curing 
the disease and not just stopping the attack. If 
we did that in all cases and prohibited the im- 
portation of the malarial carrier in every way, 
we would soon rid the South of the scourge. 

Dr. T. E. Wright Closes—I am _ particularly 
Pleased with the favorable comment upon my 
paper, but more pleased by the questions that 
have been asked. 

Referring to the matter of dilution, I do not 
agree with Dr. von Ezdorf relative to the dilution 
mentioned in his discussion. Last season I gave 
ail intravenous treatments of quinine in the same 
dilution mentioned by him—that is, 15 grains in 
approximately 200cc of saline. This season I 
have brought down the dilution to 10 grains in 


+ 20cc of saline. The reason for this is obvious— 


the convenience of the 20cc syringe, together 
with the fact that it is just as safe and effective, 
is enough to justify the change. Again let me 
repeat that there is a danger point in the dilu- 
tion of quinine used intravenously. This is best 
demonstrated by a simple test that has been 
made by different workers in malaria. I men- 
tion this test at this time for obvious reasons. 
Washed red blood cells are put in small test 
tubes as if for a Wassermann; different dilu- 
tions of quinine in saline are added to each, be- 
ginning with a 1 to 1 dilution; it is found that 
sclutions of quinine up to approximately one to 
twelve or thirteen dilution will produce hemo- 
lysis; above this no hemolytic effect is noted. 
Now, 10 grains in 20cc saline is a 1 to 30 dilution, 
and this quantity can be administered about as 
easily as 5 or 10cc, and certainly is much safer. 
Not long ago I saw in consultation a case of 
severe embolism in both arms, due to a concen- 
trated solution. This concentrated solution was 
nothing more than the ampoules of quinine now 
on the market. I must admit that Baccelli gave 
his quinine in a 1 to 10 dilution, and yet Baccelli, 
according to our best records, gave it only in 
his pernicious cases; and it is possible that Ba- 
celli did not record some accidents he must have 
had. While I am not inclined to go back to the 
high dilution as used last season, I am at the 
present time unquestionably opposed to using a 
stronger dilution than I have just recommended. 
Certainly, with the large number of cases treated 
this season with this dilution, if it is unsafe, some 
ill effects would have been noted on some. 
Regarding the question asked as to whether 
or not we know a patient is well when he leaves 
the hospital in such a short time. This is purely 
a matter of keeping a check on the patient. Our 
system of records and checks against these cases 
leads us to believe that if they do not return and 
do not have a recurrence, except in a few cases, 
we naturally class them as cured. While some 


. Of these cases are not heard from again after 
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they leave, a very large percentage is checked 
against from time to time with information com- 
ing through the different foremen and others be- 
longing.to the same group of men. It must not 
be understood that when a patient is in our hos- 
pital for four or five days, and all symptoms have 
been relieved, that we would be so particularly 
optimistic about the permanency of the cure if 
in following up this patient through some good 
checking system we did not have the evidence 
that he remained well. 

In the matter of the acute and chronic cases. 
These were separated in the original series of 
thirty cases reported a year ago, but in this se- 
ries they have all been classed together. Of this 
second series a rather substantial percentage had 
evidences of chronic malaria. Relative to the 
treatment in the acute and chronic, three intra- 
venous treatments, as I have outlined, are enough 
for an acute case, one the first day, two the 
second, or two the first day and one the second, 
depending upon the time of the first treatment. 
A fourth or even the fifth may be given in very 
severe cases, with eight or ten hour intervals. 
Ne subsequent treatment is needed in acute cases. 
I am inclined to believe that in the chronic ma- 
larias some sort of subsequent treatment is ad- 
visable; the small number of relapses or recur- 
rences we have had are in this type. At the 
present time I would recommend one or two treat- 
ments one day in each week for two or three 
weeks after the patient has been discharged, for 
the chronic type. 

I wish to refer again to the constancy and 
promptness of our results, and in doing so I will 
give a case in illustration. One case came to 
tre hospital at 10 a. m. with rectal temperature 
106, pulse about in proportion. He was quiet, 
mental conditicn normal; skin hot and dry; spleen 
very much enlarged; hlood examination showed 
three to seven estivo-autumnal plasmodia to a 
field. At 11 a. m. he was given the usual intra- 
vonous treatment. The nurses at once began ap- 
proximating the time when he would reach nor- 
mal temperature. He had not taken any quinine 
for this attack. Eight hours later he was given 
a second treatment. At 2:30 a. m. the following 
morning the temperature was normal. It is in- 
teresting to state here that the nurses who ap- 
proximated the time had been on this service 
for some time and none of them were further 
than four hours from the exact time when the 
patient reached the normal temperature. I men- 
tion here a rather severe estivo-autumnal case 
because those of you who are acquainted with 
the usual method of giving quinine by mouth 
have an idea about how much it would require 
te make a substantial impression upon the gen- 
eral condition of the patient as well as upon his 
temperature, 

Referring to the atock solution. In the absence 
of a proper dilution on the market of an ampoule 
I recommend a stock solution, especially for in- 
stitutional work; certainly it shortens the labor 
incident to an intravenous treatment. When we 
have on the market a proper dilution in am- 
poules, 5 grains in 10cc or 10 grains in 20cc, it 
will be a wonderful aid to the general practitioner 
and I recommend its use. 

A number cf elementary features in the tech- 
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nique I have outlined in my paper for the special 
benefit of the average practitioner who might be 
a beginner in this line of work. Along this line 
I have done my best to maintain the viewpoint 
o: the average doctor, in whom I have consid- 
erable faith, and for whom I have a very high 
regard. His duties are arduous and his methods 
0i diagnosis, while reasonably accurate, are often 
subjected to question; and any assistance that 
can be given to him in the matter of prompt and 
effective measures in the treatment of this, our 
common enemy—malaria-—should be given. 

Dr. William Krauss Closes.—In regard to the 
intravenous administration of quinine, it is known 
that Bacelli . recommended its use more than 
twenty-five years ago. 1 have used it in my serv- 
ice for as long as fifteen years. We learned 
very early that it was not safe to inject concen- 
trated solutions. Bacelli recognized the danger 
because he counsels very slow injection. He even 
goes so far as to direct the physician adminis- 
tering the quinine by vein to assume a comfort- 
able attitude so that it can be delivered drop 
by drop. In view of the tendency of the plas- 
modium falciparum to cause the containing blood 
corpuscles to clump, resulting in the obstruction 
of certain vascular areas, I am in favor of giv- 
ing it diluted with 200cc or even more of salt so- 
lution in order that these congested areas be 
flushed out if possible. 

Our object in treating malaria is to convert the 
blood into a chemical sclution which is toxic for 
the malarial parasite. It is logical, therefore, to 
irtroduce the chemical agent directly where it 
is wanted to get the quickest and most pro- 
nounced effects. The blood should be a 1 to 10 thou- 
sand or even a 1 to 5 thousand solution of quinine 
in order to effectually destroy the parasites. Ap- 
proximately this equals a maximum daily dose of 
one-quarter of a grain per pound of body weight. 

With reference to my technique for concen- 
trating the parasites, I want to say again that 
any one may devise « method different from 
this which might be equally as good, or perhaps 
better. The idea of a concentration method was 
suggested to me by Dr. Haskell, who said one 
ought to get parasites in a sediment of a cen- 
trifuge tube similar to tubercle bacilli in the anti- 
formin method. The work was undertaken by 
my assistant, Dr. Fleming, and he, assisted by 
[r. Rucks, with occasional corrections and crit- 
icisms by me, reduced it to a technique. Many 
plans were tried but rejected, because while sat- 
isfactory in our hands, they would not answer 
to put in the hands of those unequipped with 
every facility. Modifications were attempted 
and they were rejected until about seven hun- 
dred experiments had been made. It was my 
purpose to furnish a technique free from am- 
biguities and difficulties, sufficiently flexible so 
a it could be applied under a variety of condi- 

ons. 

The objection might be raised that a general 
practitioner will not adopt a technique requiring 
vein puncture. I am sure he will do better at 
filling a bottle containing a previously prepared 
solution with blood, even if he has to make an 
incision in the finger to get it, than he would 
trying to make films fit for examination. 

In our laboratory, as I stated in discussing Dr. 
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Stingily’s paper, we receive blood upon paste 
board, window glass, stuck between slides or slide 
‘and cover glass, and in all sorts of ways except 
the right way, and I really think that more usable 
specimens will arrive a!. the laboratory when sent 
in in citrated salt solution. By studying the ta- 
bles just once, one can become familiar with the 
time factors which are suitable in a given case. 
Ii the specimen is to arrive at the laboratory 
twelve hours or longer after removal, formalde- 
hyde can be added at the source so that the 
blood will arrive in a condition of fixation. A 
reference to the tables will also eliminate the 
necessity of going over much ground, which will 
lead to failure. By adopting the time and dilu- 
tion factor, which will give you a plus in the 
second and third tables you may rest assured 
that the parasites will be found, even though all 
other methods have failed. 

Dr. Louis Leroy, Memphis, Tenn.—I wish to 
say another word of commendation of the method 
oi concentration for finding malarial plasmodium, 
which Dr. Krauss has presented, as much of this 
work has been done on patients under my charge 
at the city hospital at Memphis. It has fre- 
quently occurred that where a very competent 
laboratory force has failed both with the thin 
and thick smear method to find parasites, they 
bave discovered them by the concentration method 
and the history of the case subsequently bore out 
the findings. 

Attention may also be called to the fact that 
with this method we are not liable to make mis- 
takes of so-called artefacts, because each para- 
site remains in perfect form, the corpuscle hav- 
ing been dissolved we have it, and it is not 
masked by other material lying over and around 
it, and the parasite is not distorted by having 
been mashed in the process of spreading. 

Again in the thick smear method unless a man 
kas become more than average expert he is apt 
to find many things in the thick smear which will 
confuse him and which he may misinterpret for a 
possible parasite. This method, of course, is 
rather tedious and is not to be applied to the 
ordinary cases in which the old method is amply 
enufficient to give satisfactory results. In con- 
rection with the eradication of malaria I wish 
to make a preliminary statement to the effect 
that I have a method which I have been institut- 
ing in my service in the city hospital at Memphis 
this summer. The first suggestion was made 
from an article by Barlow in the Journal of Trop- 
ical Medicine a few months ago, in which two 
cases are reported which gave some evidence of 
benefit by intravenous administration of bichlo- 
ride of mercury. In trying to determine what 
it was that gave the benefit they made a number 
of experiments and observed that the intra-cor- 
puscular type of parasite gave no evidence of 
being affected by it, but that gametes disappeared 
from the blood soon after the administration. 
Further investigation has shown that gametes 
may be eradicated by the salvarsan and neosal- 
varsan intravenous injection, but that these sub- 
stances have no effect whatever upon the occur- 
rence of chills and fever in the initial attack, 
because these are due to the intra-corpuscular par- 
asite. On the other hand, we frequentiy find pa- 
tients giving us no symptoms whatever and be 


carrying large numbers of gametes in their cir- 
culation. Quinine has practically no effect upon 
the gametes and in order to eradicate the dis- 
ease completely it is necessary to administer 
quinine for months, so that if at any time a 
gamete reverts to the vegetating type, sufficient 
quinine will be present in the circulation to cause 
its death. In this connection I will state again 
that I have examined thirty-odd cases of estivo- 
autumnal malaria, all of which were gamete car- 
riers, and these have yielded to the intravenous 
administration of bichloride of mercury, in addi- 
tion to the routine quinine, showing no gametes 
in repeated blood examinations within from 24 
to 48 hours. The treatment by quinine has been 
continued until the immediate symptoms disap- 
peared and the patients have been discharged 
with apparently no return of symptoms and no- 
where showing gametes in the circulation. 

The technique of the process is very simple, 
merely consisting of the intravenous adminis- 
tration of one-fourth of a grain of bichloride in 
20ce of normal saline, given very slowly, so that 
it will have ample opportunity to mix with the 
blood and avoid local irritation. Usually a.sin- 
gle injection is all that is required, but I have 
given two or three to & single patient. 

A preliminary examination of the urine is al- 
ways made to be sure no renal disease is present 
which might be aggravated by rather large doses 
of mercury. This is, of course, merely a pre- 
liminary report, based upon thirty cases, which 
have been so uniform as in my estimation to 
warrant the report. 


A TWO YEARS PUBLIC HEALTH 
CAMPAIGN IN A RURAL 
COUNTY* 


By CARL A. GROTE, M.D., 
Health Officer Walker County, Jasper, Ala. 


Most of us agree that public health is to 
a very large degree a purchasable com- 
modity. We are aware, too, that this par- 
tial awakening of the possibilities along 
the lines of disease prevention has been 
brought about during the past few decades, 
and that ere long, not only the medical pro- 
fession, but the masses will better appreci- 
ate its importance and will demand better 
public health service as economy. The 
United States, however, as a whole, has 
not kept pace with the rapid strides of 
progress in preventive medicine that have 
been taken by many of the European coun- 
tries. During the past few decades our 
National Government has rendered a most 
excellent service through its Public Health 
Department. Some of our State Boards 
of Health have done work which has been 


“*kead before the Jefferson County Medical So- 
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highly praiseworthy. Our large cities have 
put into operation scientific and systema- 
tized health departments, and to them, we 
might say in passing, is due the bulk of the 
credit for the reduced death rate of the 
United States as a whole. However, 52% 
of the population of the United States is 
rural, including towns of 2,500 inhabit- 
ants, and no provision has been made to 
render adequate and efficient health ser- 
vice for this class of our population. In 
Germany and in England, we are told, that 
the central health organizations are natural 
developments from the correlation of the 
local health departments, that the local, 
district, health authorities are highly effi- 
cient, adequate, and clothed with author- 
ity; and that the central health depart- 
ments are more like the head bureaus of a 


- great system. . This is a striking contrast 


of public health organization. Our local 
health units, which are probably the most 
essential units, are just beginning to be 
born. During very recent years our at- 
tention has been called to this serious de- 
fect and some progress has been made to- 
ward correction. The states of Massachu- 
setts, Pennsylvania, Maryland, New York, 
and Wisconsin have been divided into local 
health districts and are each endeavoring 
to develop a plan of work. I mention this 
in order to call your attention to the fact 
that no standard, or concrete plan, of pub- 
lic health work has been established for 
district and local health departments. And 
yet, we are practically all aware that the 
neglect of the rural population, which con- 
stitutes a large majority of our people, 
has been our most serious defect in public 


health work. In fact it is the missing link. 


These facts were grasped by the med- 
ical profession of Walker County, Ala- 
bama, some few years ago, and so earn- 
estly did they work to put into operation 
an adequate county health department that 
for the year 1914 the County Commission- 
ers appropriated $3,000.00, with which to 
establish this system conceived by the doc- 
tors. It was then left for them to put 
their theories into operation. Their first 
step was to vote unanimously for the em- 
ployment of a County Health Officer, who 
was to give his entire time to the develop- 
ment of a county public health system. 
And it might be said just here, with pro- 
priety, that the medicai profession acted 
more wisely than they knew, when they 


employed a man to take charge of this 
work who was from without the county: 
he was free from all kinds of political, pro- 
fessional, and personal entanglements, and 
was therefore ready to begin work. 

You can no doubt realize the difficulty 
of systematizing a work the dimensions of 
which none of us knew. But we began 
operation in the early part of the year, 
1914, and for two years have worked con- 
tinuously, trying as best we could to system- 
atize a definite line of work. From the 
very beginning we saw that our success 
depended upon three underlying princi- 
ples which were as follows: 

1st. A plan of work which was entirely 
along the lines of preventive medicine, not 
curative, and therefore would not become 
distasteful to the practicing physician but 
would gradually command his enthusiastic 
support. 

2nd. To do good scientific work, strik- 
ing gradually at the things that were vital, 
and yet, use tact and patience enough to 
invite the good will and co-operation of all 
classes of people, without which failure 
he certain, appropriations could not be 

ad. 

3rd. To get all phases of public health 
work under one system of which the 
County Health Officer should be the execu- 
tive officer. 

How well we have progressed in laying 
a foundation for such work we shall not 
attempt to say. Many have been our mis- 
takes and some of our efforts have un- 
doubtedly been poorly rewarded, but we do 
feel that there is a growing sentiment for 
better health conditions throughout Wal- 
ker County and the permanency of the 
work is assured. Briefly the activities of 
our department have been directed along 
the following lines: 

First we have put forth every effort 
to collect complete vital, mortuary and 
morbidity statistics—complete statistics 
are the back bone of all public health work. 
We knew that we must get these statistics 
during our first year, in order that we 
might establish a death rate. Should we 
fail to get them during the first few years, 
thereby making a lower death rate than 
there actually was, no matter how hard we 
should work along the lines of prevention, 
complete statistics in the future would 
give us an increased death rate, a fact that 
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could hardly be explained to the masses. 
Every doctor, every midwife, and every 
undertaker has made satisfactory reports 
to our office and as yet we have not insti- 
tuted legal proceedings against any one of 
them. However, we have found it neces- 
sary to check up these statistics by person- 
ally going into every section of the county 
and making inquiries of the laymen. Be- 
ing constantly on the wing this has become 
almost second nature to us, and we believe 
that in this way we find a large per- 
centage of our unreported births and 
deaths. We have established during our 
first two years a birth rate of 32.3 per 
thousand of population and a death rate 
of 11 per thousand. We know that this 
may seem to be a low death rate, but our 
birth rate is more than 7 per thousand 
above the normal, which indicates that we 
are collecting statistics. Another fact, too, 
is that we have so few negroes in our coun- 
ty, among which race the death rate is 
usually so high, our own death rate be- 
ing 17 per thousand of negro population. 
But only 15% of our total population is 
negro, while in some counties in Alabama 
only 15% of the entire population is white, 
and consequently they have a high death 
rate. 

As to infectious diseases the major, or 
more serious, diseases have been reported 
promptly and accurately, while it has been 
impossible to keep an accurate record of 
such diseases as chicken pox, measles, 
mumps, whooping cough, etc., so of- 
ten not seen by the doctor. ..In the control 
of the more serious infections, such as 
diphtheria, scarlet fever, small pox, ty- 
phoid fever, etc., a great deal of effort has 
been put forth. During the two years the 
County Health Officer personally made 446 
visits to diseases that were, or were 
thought to be, infectious, assisted in mak- 
ing diagnoses by laboratory methods, such 
as widals, diphtheria cultures, etc., and 
where indicated established quarantine. 
Sometimes we were called to the two ex- 
tremes of the county, and have in going 
worn into rattle traps two Ford automo- 
biles, but we believe the results have justi- 
fied the efforts and the doctors and people 
have come to expect it. 

The County Health Officer of Walker 
County is the City Health officer of each 
and every incorporated town, seven in 
number. However, in each town a local 
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doctor has agreed to act as assistant city 
health officer. And so far the plan has 
operated nicely, though we are sure better 
results would be obtained if the assistant 
city health officers were on small salaries. 
These little towns, ranging from 500 to 
3,500 in population have formed nuclei for 
the development of our entire work and a 
great deal of time and energy have been 
expended in them. We conducted educa- 
tion campaigns, endeavored to form civic 
leagues, hold clean-up campaigns, and thus 
create a sentiment for better conditions. 
Then gradually, as the time ripened we 
caused city ordinances to be passed and 
enforced. These towns are not yet per- 
fect, in fact they are just getting in line, 
but a report made by the United States 
Public Health Service says, “the towns in 
Walker County are advanced examples of 
town sanitation.” One of our main at- 
tacks has been directed against the open 
back, surface privy, usually the most con- 
spicuous feature of a small town. In each 
of these towns we have passed ordinances 
requiring sanitary privies, where connec- 
tion with the sewer cannot be made, and 
these closets are cleaned each week by 
the city, at the owners’ expense. By a san- 
itary privy we mean one that has its vault 
practically screened against flies, has a 
metal receptacle for the catchment of ex- 
creta, and a flue or vent pipe, going from 
the vault to the top of the closet to take off 
disagreeable odors. You can imagine the 
fight we had to enforce these ordinances, 
but public sentiment was behind us and 
following a number of prosecutions the 
system is working fairly satisfactory in 
five of the seven towns, while the improve- 
ments in the other two towns have been so © 
marked that we are gratified. Regular in- 
spections of these towns are made, com- 
plaints investigated, and where prosecu- 
tions are unavoidable they are instituted 
by the County Health Officer. During the 
year 1915 thirty-two prosecutions were in- 
stituted. — 

In Walker County there are a great 
many mining and industrial camps, some 
thirty in number, and the co-operation 
given us by the operators of most of these 
industries has been most gratifying. Re- 
gardless of the financial depression which 
so greatly affected these corporations dur- 
ing the past two years, some of them have 
spent thousands of dollars in sanitating 
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their camps and are now almost models. 
For example, the Indian Head Cotton Mill 
village of Cordova. The village is supplied 
with water from the river; it passes 
through a modern filter plant, is then dosed 
with hypochlorite of lime and distributed 
to every section of the village. The houses 
are good and the premises kept clean and 
each is provided with the most satisfactory 
sanitary privy that I have ever seen in op- 
eration. This camp was scored 87% per- 
fect by the Government Survey, while 
those left to nature’s care were scored as 
low as 29%. 


The County Health Officer is the Medi- 
cal Inspector of all schools in Walker 
County, 125 in number. The magnitude 
of this undertaking can probably be appre- 
ciated when we remind you that an effort 
has been made to make a physical exam- 
ination of the children attending, about 
8,000 in number. This work has not yet 
been completed but before the end of this 
present year, every school will have been 
visited and classified as to its sanitary con- 
dition and each child physically examined. 
In classifying the sanitary condition of 
schools we grade them A, B, C, D, and E 
and publish the grades explaining that a 
school in class “E” is unfit for use as a 
school while class “A” is in excellent sani- 
tary conditon. 


During the past two years 5,947 children 
have been physically examined, of which 
number 32% were found suffering from 
physical defects other than decayed teeth. 
These defects included defective eyes, dis- 
eased tonsils, adenoids, defective ears, 
hookworm disease, and many other phy- 
sical conditions that were sufficiently great 
to retard progress unless corrected. When- 
ever a defect was found the parent or 
guardian of the child was sent a card de- 
noting the condition and advising correc- 
tion. We are, of course, unable to esti- 
mate how many of these defects have been 
corrected, but certainly a number suffi- 
ciently great to justify the expense and ef- 
fort of the work. For example, the Sara- 
gossa School was inspected in 1914 and 43 
per cent of the children found defective; 
the same school inspected in 1915 and 17 
per cent defective. We are convinced that 
these same physical defects, which might 
have been corrected, are responsible for a 
large percentage of our sickness, our in- 
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sane, our criminals, and last but not least 
of our poverty that exists today. 

We have made every effort to keep the 
County Health Officer from being consider- 
ed a bacteriologist, first, because he was 
not, and second, because we thought such 
work could be better done by the State 
Department thus leaving the health officer 
to his many other duties. However, it has 
been necessary to do some laboratory 
work, such as grow cultures for diphtheria, 
make hookworm examinations and the 


like. For example, during 1915 the fol- 
lowing work was done in our own labora- 
ry: 
Diphtheria cultures _____ 35 
55 
Sputum tests ........... 56 
71 
2 


This work is done in our office in the 
main part of the County Court House, 
which we have endeavored to keep arrang- 
ed as a health exhibit, using models, 
charts, maps, etc., in an effort to appeal 
to the public. Saturdays are set aside as 
our office days, and we usually have a great 
many visitors. We wrote from this office 
last year 948 official letters, and thousands 
of circular letters, and are now mailing to 
the mother of every baby for which a 
birth certificate is sent in, a little bulletin 
on the care of the baby. 

As you have doubtless gleaned from the 
above, the activities of our county health 
department have been very largely educa- 
tional. They had to be and will continue 
to be so. Education must precede legisla- 
tion and in no reform is this more essen- 
tial than in public health work. During 
the two years one hundred twenty-four 
public health lectures have been delivered 
in Walker County, most of which have 
been demonstrated with stereopticon 
slides. One hundred and forty-seven news- 
paper articles have been prepared and 
published; thousands upon thousands of 
health bulletins have been scattered over 
every section of the county, practically ev- 
ery one of the eight thousand homes in the 
county have been visited by a sanitarian 
and the story of disease prevention told. 
In this way we have endeavored to drive 
from the minds of the people the old idea 
that disease is sent upon them from above, 
or is caused by poisonous miasmata that 
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drift in the air. We have striven to teach 
them the simple truths of disease preven- 
tion: that fresh air is the cure and pre- 
vention for diseases of the lungs; that san- 
itation is the cure and prevention for dis- 
eases of the intestines, that the essential 
cause and cure for pellagra is a liberal nu- 
tritious diet; that infant mortality can be 
reduced to almost one-third its present 
rate by proper feeding and hygienic care; 
and that not only can lives be saved but 
that by disease prevention the efficiency of 
the living man can be increased. 

In doing this work we have not been 
single handed. The United States Public 
Health Service sent us a corps of six men 
who with one man from the State Health 
Department made a complete sanitary sur- 
vey of Walker County. These men were 
the ones who visited practically every 
home in the county and told the story of 
disease prevention. They not only accom- 
plished a great deal by their own efforts 
but they accentuated and gave prestige to 
the work being done by the County Health 
Department. The Walker County Anti- 
Tuberculosis Association has given us a 
visiting nurse who is working under our 
direction. Nor can we close without stat- 
ing that the medical profession has been 
the backbone of all our activities. 


HISTORY OF PELLAGRA — CERTAIN 
SALIENT POINTS.* 


By C. H. LAVINDER, M.D. 
United States Pubiic Health Service, Ellis 
Island, New York. 


Historical studies in disease possess im- 
portance. Through them we may profit 
by the accumulated observations and the 
experience of others, gain perhaps new 
angles of vision, and secure valuable 
mental perspective. The history of pel- 
lagra has been neglected by the American 
student. Many of the early articles on 
this disease are characterized by breadth 
cf comprehension and sound judgment. 
Modernized, they would prove stimulat- 
ing reading to the most up-to-date student. 

Historically, the first description of pel- 
lagra was made oy Gaspar Casal in Spain. 
His article is a good one. He gives an ex- 


*Condensed paper read at the meeting of the 
National Association for the Study of Pellagra, 
Columbia, S. C., October 22, 1915. 
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cellent description of the erythema and 
discusses with judgment the general symp- 
tomatology. Strange to say, he does not 
mention diarrhoee, giving as gastro-intes- 
tinal symptoms only weakness of the stom- 
ach, sore mouth and a foul tongue. The 
cause of pellagra he attributed to atmos- 
pheric conditions and poor food. Maize 
in itself he regarded as unimportant since 
the disease was restricted and the con- 
sumption of maize widespread. For 
treatment he recommended a judicious use. 
of certain drugs, bathing and, above all, 
a good and nourishing diet. 

Besides its historical interest Casal’s 
paper, especially in comparison with other 
early papers, possesses wider significance 
and suggests the consideration of certain 
points. 

The chronology of pellagra is sugges- 
tive. First described in northern Spain as 
mal de la Rosa, fifteen or twenty years 
later in northera Italy as Alpine scurvy. 
Soon afterwards in Milan as pellagra. A 
little later in France by another name—. 
all these writers describing independently 
a new disease which, it is to be noted, is 
not rare but widespread. How like our 
experience in the United States! A dis- 
ease, hitherto unknown, is suddenly de- 
scribed almost simultaneously in several 
states, not as a sporadic affection, but act- 
ually epidemic. And in Europe, as here, 
the disease first possessed great malig- 
nancy and gave a high mortality. This 
apparently sudden appearance, rapid 
spread and great intensity suggests an in- 
fectious process, but does not warrant the 
assumption. 

The restricted geographic distribution 
cf pellagra is peculiar. This is noted by 
many early writers, and is seen here where 
the disease is largely confined to the South- 
= states. Facts like this need explana- 

ion. 

Contagion in pellagra was a burning 
cuestion among the early writers, but by 
the middle of the nineteenth century the 
matter was regarded as definitely deter- 
mined in the negative. It has been re- 
vived with us. With no desire to criticise, 
it seems unwise to adopt quarantine meth- 
ods. In the absence of definite knowledge 


such methods perhaps do much harm and 


little good. 
Finally there is the relation between 


diet and pellagra. 


Throughout all the 
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literature of pellagra, both early and late, 
will be tound the thought, in one form or 
another, that this disease is very closely 
associated with a poor diet, and especially 
a diet lacking in nitrogenous principles. 
Among all the complex and discordant 
things which surround this disease this is 
one outstanding fact. Its importance with 
us has not been sufficiently appreciated. 
The exact relation between food and pel- 
lagra is, however, not understood, and un- 
til that occurs we can not know what etio- 
logic significance diet may possess. At 
present the most hopeful outlook for etio- 
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logic studies seems to be in — 
the disease from the dietetic side. 


PELLAGRA.* 


By JOHN FLETCHER YARBROUGH, M.D. 
Columbia, Ala. 


It was my privilege in the spring of 1912 
to call your attention to what I conceived 
to be the true etiology and treatment of 
pellagra with a report of four cases suc- 
cessfully treated. A few months since I 
again had the pleasure of calling your at- 
tention to this subject, reporting more than 
forty cases successfully treated. In this 
paper it is my purpose to go more into de- 
tail, hoping to convince you that the eti- 
ology and treatment of pellagra has been 
‘ discovered. 
~ Pellagra is simply an auto-intoxica- 
tion, the result of a carbohydrate diet, in 
which there is practically no protein. 
This carbohydrate or alcoholic mate- 
rial, when taken into the stomach, is 
quickly converted by the normal heat 
of the body into what the distillers 
call “sour mash.” The production of 
this sour mash three times daily for 
weeks and months finally so cripples 
metabolic activity as to allow this fer- 
mented materia} to be taken into the cir- 
culation without the necessary chemical 
change; the victim’s metabolic function 
has been practically destroyed by eating 
alcohol, and the result is the varied and 
complex symptoms we call pellagra. 
~T believe the only germs associated with 


( — are those incidental or accidental 


the normal fermentation of the carbo- 


*Read before Houston County (Alabama) Med- 
ical Society January 4, 1916. 


\ 
hydrates or alcoholic material. With this 


hypothesis as a guide, it has been our 
privilege to successfully treat eighty-one 
(81) cases during the past four years. 
To save time and your patience I will 
report only four (4): 

Case 1.—Mrs. F., white, married, age 26. Saw 
this patient first July 6, 1912. Gave history of 
pellagra for last four years. She was vomiting 
every half hour. Bowels discharging pus and 
blood almost continuously. The oral and vaginal 
mucous membranes were in a highly inflamed, 
irritable, red condition, and the dermatitis, which 
extended up to and included the elbows and the 
dorsal surfaces of both feet and toes, was very 
characteristic. Her condition was very grave. 
Temperature 100, pulse 140, and respiration 30. 
Under treatment she began to improve at once 
and was dismissed, well, August 10th. 

Case 2.—Mrs. J., white, married, age 65. Was 
first seen August 12, 1912. Gave history of hav- 
ing had pellagra three years. Physical exam- 
ination showed the red, irritable tongue and buc- 
cal mucous membranes; acute dermatitis was 
present on the back of both hands, also about 
the elbows. Confusion of mind very marked. 
Examination of stool showed pus and blood. The 
patient began to improve from the third day and 
was dismissed, well, September 15th, and is now 
in fine health. 

Case 3.—Mrs. T., white, married, age 26. Was 
first seen August 12, 1912. Gave history of hav- 
been ill three or four weeks with slight fever, 
headache, nausea, vomiting, insomnia, sore throat 
and burning in the stomach. The upper extremi- 
ties and neck were affected by a severe dermati- 
tis, which she said had existed for several days, 
caused by sunburn. The dermatitis extended 
above the elbows, corresponding precisely to the 
parts uncovered by the dress she wore. Her 
tongue was so irritated, red and inflamed she 
could hardly protrude it. The buccal mucous 
membranes were in a similar condition with ul- 
cerated lesions on the lower lip and constant 
salivation was present. Continued nausea with 
little vomiting. Stomach much distressed with 
severe burning. No case could be more typical 
of severe pellagra. She recovered in less than 
four weeks. 

Case 4.—Mr. S. J., white, age 47. Admitted 
September 15, 1915. Gave history of having had 
pellagra twelve years. Weight when admitted 
112 pounds. Tongue and buccal cavity extremely 
pellagrous; tongue protruded with difficulty. Sal- 
ivation present; evidence of former dermatitis 
marked. Severe gastro-intestinal burning; burn- 
ing sensation on hands, forearms and feet. Marked 
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nephritis; anaemic murmur; dyspnea at times 
alarming; diarrhoea of great severity—twenty to 
thirty pea-soup stools in twenty-four hours; proc- 
titis; articular rheumatism of both ankles; sense 
of taste lost; sense of sight almost destroyed; 
marked anemia; insomnia, with great confusion 
of ideas. On the third day the diarrhoea had 
entirely disappeared. At the end of the first 
week the salivation, insomnia and confusion of 
ideas showed marked improvement. The third 
week showed the rheumatism and the previously 
impaired senses of taste and vision almost wholly 
relieved. He was dismissed, well, November Ist, 
weight 138 pounds. Now (January ist) he weighs 
170 pounds. No case could be more typical of 
chronic pellagra in its last stage. 

The symptoms of pellagra may be de- 
scribed under nine heads: Oral, gastric, 
intestinal, gastro-intestinal, genital, der- 
mal, nephritic, cardiac and mental. This 
may not be a scientific classification, but 
is clinically convenient. These symptoms 
may be briefly described as follows: 

Oral: The tongue is irritable, red, with 
a shining glazed appearance. It is pro- 
truded with difficulty, loses its normal 
shape, and becomes an inert flabby mass. 
Fissures often appear in the corners of 
the mouth and dirty, ragged ulcers under 
the tongue. Profuse salivation is often 
present. 

Gastric: This symptom takes the form 
of a simple gastritis, the stomach refus- 
ing all food and medicine. We have at 
times associated with this condition more 
or less severe chest pains, due very prob- 
ably to an oesophagitis. 

Intestinal: Diarrhoea of very great 
severity is often present, usually without 
pain; stools show pus and blood. Again, 
nothing but pus. They sometime assume 
the thin pea-soup discharge characteris- 
tic of typhoid. 

Gastro-intestinal: All of the symptoms 
described under the two preceding heads 
are here present. 

Genital: These symptoms present them- 
selves in the female in the form of an 
acute vaginitis with a thin, acrid dis- 
charge excoriating the surrounding parts. 
Proctitis is noted in the male with a simi- 
lar discharge. 

Dermal: The dermatitis of pellagra is 
so characteristic that when once seen can 
not be confused with any other lesion of 
the skin. It is usually found on the dor- 


sal surface of the hands, forearms and 
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feet, but is occasionally found on the face, 
neck and body. When on the body it usu- 
ally takes the form of large brown spots; 
very rarely it covers the entire body. In 
severe cases a peculiar doughy condition 
of the skin is present, especially over the 
abdomen.- When a fold is caught between 
the fingers and pressed tightly it regains 
its normal position very slowly. Rarely 
this doughy condition is found to cover 
the entire body. Many errors in diagno-. 
sis are made because of the absence of 
the dermatitis. It is indeed a rare case 


_in which all the symptoms are present. 


Then why should we demand the presence 
of the dermatitis before a diagnosis of 
pellagra is made? Several of our cases 
showed no evidence of dermatitis and de- 
nied ever having had any such symptoms, 
yet there was the pellagrous mouth, diar- 
rhoea, mental derangement: in fact, all 
the symptoms except the dermatitis. They 
were put on treatment and promptly re- 
covered. 

Cardiac: Several cases in which the 
nephritic symptoms predominated exhib- 
ited the anemic murmur characteristic of 
hookworm disease. 

Mental symptoms: A large number of 
my cases have shown a decided mental 
derangement, such as melancholia, con- 
fused ideas, extreme irritability, halluci- 
nations. 

TREATMENT.—The treatment of pella- 
gra may be considered under two heads, 
dietetic and medicinal: 

Diet: Too much stress can not be 
placed upon the necessity of immediately 
eliminating all carbohydrate or alcoholic 
material from the diet. The proteids to 
be substituted should be selected with the 
greatest care, because upon this decision 
largely depends the momentous issue of 
life or death. So long as there is nausea, 
vomiting or diarrhoea the diet should be 
absolutely restricted to milk, meat broth 
and fresh fruit juices, preferably orange. 
After these symptoms have subsided the 
whole list of proteids may be allowed ad 
libitum, fresh fruits and vegetables to be 
preferred. 

Medicinal: Contrary to the opinion of 
physicians in whom great confidence may 
be placed, diet alone is not sufficient to 
bring relief to these sufferers. A mild 
case of recent origin may in time be re- 
lieved in this way. Many of our patients 
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would have gone promptly to their reward 
if diet had been the only means em- 


ployed. 
The Gibraltar on which we mainly rely 


is nitric acid, twenty to thirty drops of 
the dilute acid in a glass of water, as 
nearly on an empty stomach as possible, 
\or one hour before meals.\ Nitric acid is 
employed for two reasons: First, we find 
the saliva, stools and urine to be ex- 
tremely acid. To render this condition 
alkaline is our first and most imperative 
duty. No drug is more dependable for 
this purpose than is nitric acid. On the 
administration of this drug, if there is no 
gastric ulceration, the nausea and vom- 
iting not infrequently subside after the 
first or second dose. The diarrhoea dis- 
appears in from three to four days if 
there is no ulcerative ileo-colitis. The 
salivation will have disappeared in less 
than a week. Second: Probably the most 
important reason why this drug should be 
employed is the fact that the blood is 
found to be acid. The hemaglobin of an 
acid blood carries but little if any oxy- 
gen, hence the acute progressive anemia 
that quickly follows an attack of pellagra. 
The administration of nitric acid renders 
the blood quickly and positively alkaline. 
At once it assumes its normal function 
of carrying oxygen and the anemia dis- 
appears as if by magic. 

The simple administration of nitric acid 
and the substitution of the proteids for 
the carbohydrates is not all that is neces- 
sary in the successful treatment of pel- 
lagra. Close personal attention to details 
is of the utmost importance. Complications 
must be met as they arise, by means best 
suited to each individual case. From my 
experience the conclusion is drawn that 
pellagra will never be successfully treated 
by the general practititoner because he 
can not have the absolute dietetic control 
of the patient that is necessary for the 
successful treatment of the disease. I be- 
lieve the only way pellagra will ever be 
eradicated is for each state to establishh 
a sanatorium (or sanatoria if necessary) 
for the purpose of education as well as 
treatment, patiently teaching day by day 
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the true origin of pellagra that they 
may learn to balance the proteins and 
carbohydrates, thereby gaining immunity 
against future attacks; in this manner 
each patient becoming a teacher for his 
fellows. By this method the disease may 
finally be eradicated. 

In the study of pellagra during the past 
four years other facts have been brought 
to light which, when understood, will, I 
believe, revolutionize the treatment of 
many of the commoner forms of disease. 
We know that all organic functional ac- 
tivity produces many by-products, the 
principal one of which is acid. We also 
know that the liver is the great neutral- 
izer of these by-products. Now when a 
normal balanced ration is consumed the 
liver is well able to take care of these by- 
products, but when a carbohydrate or al- 
eoholic ration is almost exclusively con- 
sumed we find these by-products enor- 
mously increased. Under this extra bur- 
den the liver becomes unable to perform 
its proper function and an accumulation 
of these by-product follow. The result 
is a crippled metabolic activity, as well 
as a derangement of all of the normal or- 
ganic functions of the body. The result 
is not pellagra alone, but many other al- 
lied forms of disease. Leucorrhea, vagi- 
nitis (other than gonorrheal), acne, ec- 
zema, hyperchlorhydria, or acid dyspep- 
sia, muscular and articular rheumatism 
(other than specifiic or gonorrheal), ne- 
phritis, especially of the interstitial va- 
riety, are all found associated with pel- 
lagra. 

Under the treatment outlined above 
they all make a rapid and satisfactory re- 
covery. 

I believe that this paper contains 
the true etiology and treatment of pella- 
gra, as well as many other allied.forms 
of disease. Allow me to call your serious 
attention to what may be termed the car- 
bohydrate diathesis, evidently the com- 
mon parent of them all. A vast field for 
thought as yet but little explored. 

I wish to acknowledge my indebtedness 
to Dr. W. E. Deeks for material aid in 
the study of pellagra. 
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SURGERY, GYNECOLOGY, OBSTETRICS AND 
GENITO-URINARY DISEASES 


THE CONTROL OF PERSISTENT 
UTERINE BLEEDING COMPLICAT- 
ING THE MENOPAUSE FIBRO- 
MYOMATA AND CARCINOMA 
OF UTERUS BY RADIUM.* 


By C. JEFF MILLER, M.D. 
New Orleans, La. 


So many conflicting statements have 
been published regarding the radioactive 
qualities of radium that even at this date 
no definite conclusions as to its exact 
status can be drawn from the literature. 
Its virtues have been extolled by eminent 
authorities and equally eminent men have 
unqualifiedly condemned it. There should 
be some middle ground upon which both 
those favoring it and those denouncing it 
could agree. This can only be accom- 
plished by making accurate records of the 
clinical results. 

It has been used long enough to prove 
that it has a distinctive place as a thera- 
peutic agent, and I desire to relate my 
experience with it in the treatment of 
uterine hemorrhage. 

Uterine hemorrhage, of course, is only 
a symptom and may arise from numerous 
causes, both constitutional and local. The 
term as used here will apply especially to 
hemorrhage due to local causes, e. g., dis- 
turbed ovarian function, myometrial de- 
generation, fibrosis, fibromyomata, and 
carcinoma of the uterus. 

The most striking result of radium ap- 
plication is the promptness and certainty 
of its action on the blood vessels. It is 
probable that most of the changes 
wrought in growths by radiation may be 
due to the marked avascularity produced. 
Its distinct action on cell structure, how- 
ever, proves that the vascular changes 
can not explain all the phenomena follow- 
ing its use. 

Wickham first called attention to the 
marked obliterative end—arteritis caused 
by exposures to radium which prompted 


*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Texas, 
Nov. 8-11, 1915. 


its use in vascular naevi. Abbe, after not- 
ing its effect on naevi, concluded that it 
might be effective in controlling hemor- 
rhage due to fibroids and used it first in 
1905. This was the first case so far as is 
known of its use in such conditions. Since 
then numerous observers have treated 
cases with most gratifying results. In 
this country Kelly and Burnam have re- 
ported a large series of cases, most of 
which have been under observation long 
enough to prove that the results were per- 
manent. 

The mode of action of radium and X- 
rays in the control of uterine hemor- 
rhage is still to some extent a matter of 
theory. The ideal result in uterine hem- 
orrhage may be due in a large measure 
to the fact that a stimulus from the ovary 
controls the phenomena attending men- 
struation and that the ovary is quite sen- 
sitive to radiation. The ovary and tes- 
ticle are more sensitive to radiation than 
any other _—* of the body, and as the 
maturing cells are promptly destroyed, 
menstruation is correspondingly affected, 
or suppressed. Kelly and Burnam believe 
that radium possesses a specific and direct 
effect on fibroids and that results can be 
obtained independently of any action on 
the ovaries. 

There must be truth in the claim, for 
fibroids have disappeared under its use 
without checking menstruation, and a 
quantity of radium too small to radiate 
the area between the uterine cavity and 
ovary has been known to check hemor- 
rhage. 

There are few surgeons who have not 
performed one or many hysterectomies 
for the excessive or continuous hemor- 
rhage that occurs in women between 40 
and 50 years of age and usually attrib- 
uted to the approaching menopause. These 
women have usually borne several chil- 
dren, although some are nulliparae. The 
condition is first a severe menorrhagia, 
often a metrorrhagia, and the patient 
usually presents a picture of anemia of 
varying severity. The uterus is usually 
large and hard, but may be small and 
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flabby. Connective tissue changes are 

prominent, and, as a rule, comprise one- 

half of the uterine wall. The endome- 

trium is usually thickened and contains 

a glands, but may be abnormally 
in. 

These cases present no evidence of ma- 
lignancy and consult the surgeon because 
of the hemorrhage, extreme nervousness 
and marked debility. They are usually 
curetted, packed, given all of the known 
styptics, and then advised to have hyste- 
rectomy performed. 

Radium is the treatment par excellence 
for these cases. During the past eighteen 
months I have tested its value in ten se- 
vere cases of uterine hemorrhage belong- 
ing to the class mentioned above. The 
bleeding was promptly checked by a sin- 
gle application, the menstrual periods 
were immediately suppressed, and they 
suffered no inconvenience with the ex- 
ception of the menopausal symptoms 
which appear in about one-half of the 
cases. 

In addition to the cases over forty years 
of age, who presented nothing other than 
the enlarged uterus and were classified 
as chronic metritis, fibrosis, hyperplasia, 
etc., I have applied radium in five women 
between 25 and 86 years of age. One of 
these, a lady of 25 years, gave a history 
of severe menorrhagia for eight years, 
which finally changed to a metrorrhagia 
that lasted for months ata time. She had 
been curetted five times, one ovary had 
been removed for cystic disease, and in 
addition she had undergone a full course 
of X-ray treatment. One application of 
77.4 milligrams of radium element gave 
complete relief. 

Two other cases of obstinate bleeding, 
who had failed to obtain relief after re- 
peated curettage and resection of cystic 
ovaries, were relieved by a single appli- 
cation. 

In another case, metrorrhagia devel- 
oped several months after double salpingo 
oophorectomy and was relieved by a short 
exposure. This was an aggravated case 
and the surgeon had tried every method 
of controlling the bleeding and was con- 
sidering hysterectomy. The result in this 
instance shows that the effect of the ra- 
dium was due to changes induced in the 
uterus since the ovaries had been removed 
prior to the treatment. 


The cases related here are not selected 
from a series that would also show a num- 
ber of failures. I have included ten con- 
secutive cases that have reported their 
present condition within the past two 
weeks, eliminating all who have not been 
questioned recently. Most of them were 
referred to me for some radical surgical 
measure after other treatment had failed. 
They were relieved after only a few hours 
in bed, and in only two instances was it 
necessary to administer an anesthetic. 

I have not used radium to control men- 
orrhagia, occasionally met with in very 
young girls. I did not feel that I had suf- 
ficient experience in its use to recommend 
it, because its effects could not. be suf- 
ficiently controlled to avoid producing 
amenorrhea. I would not hesitate now 
to use it in severe cases, since Kelly and 
Burnam have shown that its careful use 
will reduce the menstrual flow without 
suppressing it. Of course, it is not neces- 
sary to add that it should be used only in 
aggravated cases, after other measures 
have failed. 

Burnam states that it is only the oc- 
casional case that has to be treated to 
complete amenorrhea to secure perfect 
restoration to health. 

Hemorrhage associated with fibroid tu- 
mors of the uterus is as readily controlled 
as in the above mentioned conditions. 

In ten cases of fibroids complicated by 
excessive bleeding, a single application 
promptly stopped the flow, with one ex- 
ception. In this one exception a second 
application produced the desired result. 

Three of these cases could not have 
undergone hysterectomy without serious 
risk owing to the extreme anemia, and in 
one instance a cardiac lesion. 

One case showed a hemoglobin estimate 
of 16% with red cells slightly above 2,- 
000,000. 

Three others refused operation because 
the growths were small and gave no in- 
convenience other than the bleeding. 
There has been a decided decrease in the 
size of the tumor in every case. I can 
not yet report the complete disappear- 
ance of a fibroid, although other observ- 
ers have done so. 

These records are not presented with 
the idea of attempting to prove that ra- 
dium or radiation is to succeed surgerv in 
the treatment of fibromyomata, but rather 
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to show that surgery has in radium a 
valuable adjunct that may relieve many 
aggravated cases in which operation is 
contraindicated for various reasons and 
save the necessity of unsexing many young 
women simply to control an annoying 
symptom. 

The old dictum that every fibroid should 
be removed as soon as functions are dis- 
turbed is as debatable as the statement 
that all fibroids should be treated by ra- 
diation. 

The mortality accompanying the re- 
moval of uncomplicated fibroids has been 
reduced to such a percentage that the op- 
eration is safe when performed by expe- 
rienced surgeons; but, unfortunately, 
complications such as cardiac, renal and 
pulmonary lesions, diabetes and anemia, 
are quite frequent. No one can question 
the value of radium when such complica- 
tions exist. 

Fibroid tumors are not malignant 
growths and may not cause trouble other 
than the symptoms, and if these symp- 
toms can be relieved entirely by radium, 
or be checked until operation can be safely 
performed, its value is fully established. 
If radium fails, the risk of operation will 
not have been increased. 

The chief argument usually urged 
against the use of radium in fibroids is 
the liability of overlooking malignancy. 
This is a valid objection, but certainly not 
sufficient to convince one that all cases 
should be operated upon because a certain 
small percentage become malignant. <A 
careful diagnostician, with the aid of a 
competent pathologist, should be able to 
reduce such a risk to a minimum. 

The value of radium in the treatment 
of fibroids associated with anemia, or other 
conditions in which operation is contrain- 
dicated, can no longer be questioned. The 
bleeding can be practically always con- 
trolled and the tumor in 90%, of cases re- 
duced in size by a single application of ra- 
dium. 

The chief advantage of radium over the 
X-ray is the time saved for the patient. 
A single application will produce the same 
result that could only be obtained after 
several X-ray exposures. 

The treatment of carcinoma of the 
uterus hardly comes within the scope of 
this discussion further than to mention 
its effects when used to control hemor- 
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rhage. Bleeding and sepsis are the com- 
monest characteristics of advanced ute- 
rine cancer; the complications that wear 
the patient down rapidly and make life 
a burden to her and to her attendants. I 
have used radium in a fairly large series 
of inoperable cases and failed in only one 
instance to promptly check all bleeding, 
including the menses. I have seen the 
parametria clear up, the bladder wall in- 
filtration disappear, the sloughing crater 
entirely heal over, the pain subside and 
all discharge cease in five hopelessly ad- 
vanced cases of cancer of the cervix. Two 
of the worst cases are apparently free 
from disease nineteen months after the 
treatment. 

In many cases the results have been neg- 
ligible other than controlling the hemor- 
rhage and retarding the growth tempora- 
rily. As a rule, pain is reduced or com- 
pletely relieved. Three cases who had re- 
quired morphine regularly were able to 
abandon its use soon after treatment was 
begun. 

Practically all of the cases showed 
marked general improvement, probably 
because the bleeding was arrested and 
the septic condition altered. 

We must be extremely careful in our 
statements regarding the virtues of so- 
called cancer cures. The only treatment 
so far known that offers a chance for a 
permanent cure is early removal by 
surgery. Surgery has earned this distinc- 
tion and no idea should be allowed in the 
minds of the public that any other rem- 
edy promises as much as operation in the 
early stage of the disease. 

We must also be careful lest surgery be 
brought into disrepute by advising opera- 
tion in hopeless cases. We can not esti- 
mate the number of people who decline 
operation believing that surgery is use- 
less, because some friend or acquaintance 
submitted to the knife and the growth re- 
turned within a few weeks. This is of- 
ten the surgeon’s fault, because he has 
operated after the time has passed when 
surgical treatment offers the slightest 
hope. 

I have accomplished more with the ra- 
dium treatment in advanced cancer of the 
cervix than with any other agent I have 
so far used. 

Aside from the question of the perma- 
nent cure of cancer, which shall not be 


MILLER: THE CONTROL OF PERSISTENT UTERINE BLEEDING, ETC. 331 


discussed here, there can be no doubt as 
to the value of radium in inoperable can- 
cer of the uterus. It has proved a boon 
to patients with recurrent and inoperable 
cancer, and I believe it will be eventually 
shown that the percentage of permanent 
cures after radical operation will be in- 
creased by using radium applications in 
conjunction with surgery. I have con- 
verted inoperable into operable cases and 
destroyed rapidly-developing masses in 
the vaginal vault following hysterectomy. 
In one case the mass disappeared in two 
weeks and lias not reappeared six months 
after a single application. 

My results have been sufficient to con- 
vince me that radium is a valuable ad- 
junct to surgery in the treatment of can- 
cer of the uterus. I would not advise it 
as the sole treatment in operable proc- 
esses, but recommend radiation combined 
with operation. In inoperable cases it is 
the best treatment known at present, and 
when better understood and properly con- 
trolled, it may prove to have even a wider 
field of usefulness than has been so far ac- 
corded it. 
DISCUSSION. 

Dr. E. C. Samuel, New Orleans, La.—I am only 
supposed to open this discussion in the defense 
of deep therapy with the X-ray. 

Until about four years ago X-ray treatment, 
from the post-operative standpoint, amounted to 
practically nothing. With the advent of the Gaus 
apparatus and technique, worked out by the Frie- 
burg school, and the Cooledge tube from the 
General Electric laboratories, deep therapy has 
taken its place suddenly on the horizon of med- 
icine. 

We do not claim to do everything with deep 
therapy. There are only certain cases and condi- 
tions that can be benefited by deep radiation. 
Dr. Miller just speaks of a young lady twenty- 
five years of age who underwent a thorough se- 
ries of X-ray treatment, according to the deep 
method. I am the one who gave this series of 
treatments, so called. I was absolutely unable 
to control the young lady in any way whatso- 
ever. When I asked her to return for a second 
series of treatments on a certain day, I would 
possibly see her two or three weeks after the 
date set for the treatment, which has happened 
in two or three other cases in which we have 
failed completely. 

This is only recommended to check hemor- 
rhages in women who have passed the age of 
thirty-five to forty. The closer we get to the 
period of the menopause, the more effective such 
deep treatment. The younger the cases are the 
less our chances of permanent cure. 

In carcinoma of the uterus the bleeding is sud- 
denly checked in the same way as radium, and 
a junction of the two—radium and deep therapy— 


in malignancy of the uterus, certainly has had a 
wonderful place. I have had cases with. Dr. 
Miller, and the cases have turned out to the sat- 
isfaction of both of us—particularly one patient 
about sixty miles below the city, mother of a 
doctor, who had a carcinoma of the uterus re- 
moved by Dr. Miller and deep treatment used. 
She was sent to me with pain and metastasis in 
the breast. Deep radiations were used with cross- 
fire method—that is, used exclusively in this deep 
treatment. 

Up to four months ago, when I had this last 
report, the patient was absolutely free from pain 
and symptoms. Possibly Dr. Miller has heard 
more recently in regard to this and could tell us 
more about it. 

Dr. Miller has had a report two weeks ago, 
which I hope he will tell us about. 

I have had cases with Dr. Kohlmann and other 
men in New Orleans of deep therapy. Some 
cases we have had very good results in, and in 
other cases the result is absolutely nil. 

Dr. John T. Moore, Houston, Texas.—I desire 
to add just one case to the paper under discus- 
sion. About three months ago a sister of char- 
ity, who is a teacher, presented herself with a 
haemoglobin of 25% and a fibroid about the size 
of my two fists. She declined to consider the 
question of operative treatment. I suggested to 
her that she undergo deep treatment by the X-ray 
with the Cooledge tube, according to the method 
just referred to of Kroenig and Gauss of Frie- 
burg. She was given twelve treatments alto- 
gether, mapping off the tumor into four parts, 
taking a larger part than Gauss usually does. 
After the first eight treatments the hemorrhage 
ceased practically altogether and she began to 
improve under the administration of iron, and 
she got so much better that she did not like to 
take the other treatments, but I insisted upon it 
so strongly that she consented and took the 
four other treatments. After these her gain was 
very rapid and she is now back at her work, and 
the test of her haemoglobin one month later 
showed 35% and, to all intents and purposes, 
this woman is well. ! 

This sister was thirty-eight years of age, and 
of course the question of whether the ordinary 
menopause is established is not an important 
one here. 

She has continued to improve and I am sure 
she must now have a haemoglobin of 70%. 


Dr. W. Kohlmann, New Orleans, La—I was 
present in London a few years ago at the In- 
ternational Congress, when this question of treat- 
ment of cancer of the uterus was discussed and 
Kroenig reported his results. I bring that up be- 
cause shortly after that a paper was to be read 
by Wertheim, and it was wonderful to see how 
every one was interested in radium and the X-ray. 
Nobody listened to the question of operation, and 
every one left with thé idea that we had a cure 
for cancer, and notwithstanding Czerny had much 
radium in his possession, we had no results with 
radium. .I mention that to show that we should 
not leave here thinking that we have something 
very good, what promises absolute cure. 

I have used X-ray in some cases, and I believe 
with some results. Cases of bleeding have no 
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doubt been benefited. I think the changes pro- 
duced by X-ray must be the same as by radium. 
I think it is due to the effect of the ray. I do 
not see, though, how a single application of ra- 
dium in a short time should produce changes of 
that kind, so that the uterus would look different 
from what it is when excised after operation. 
One experience especially seemed to prove it— 
a young woman of thirty-nine was X-rayed for 
quite a long time. X-ray had no influence on it 
and I was forced to remove the uterus. Notwith- 
standing the X-ray treatment, the uterus showed 
the same changes reported by the bacteriologist 
as in any other uterus which was removed for 
bleeding, and it was my impression since that 
that the sole influence of the radium is merely 
on the ovary, and that is due to the hypersecre- 
tion which produces the intense bleeding, and the 
internal treatment will have a decided influence. 
This idea was proposed by Schickelen, of Stras- 
burg, some two years ago in a very interesting 
paper. I was induced to try it and in the last 
few years have treated a number of cases with 
good results. There is no doubt, as far as I have 
seen (and I have used X-ray especially and my 
results have been good), the bleeding dimin- 
ished, but, as I believe, not on account of the 
influence on the uterus itself, but the influence 
on the ovary by changing the internal secretion. 
Dr. E. H. Skinner, Kansas City, Mo.—I have had 
more or less experience with the treatment of 
these pelvic conditions by means of the deep 
Roentgen therapy and feel a great deal of confi- 
dence in this method. European Roentgenolo- 
gists did this same work many years ago which 
is now being reported upon in America, but they 
had to use so many tubes in doing their work in 
order to have the penetrating ray that few men 
were able to duplicate their work. Since the in- 
troduction of the new Cooledge tube, by which 
we can control the penetration, we can, by the 
addition of certain filters, get such an enormous 
amount of X-ray into the pelvis by the cross-fire 
method that these results in pelvic conditions 
are being reproduced all over the country. We 
do not repeat our treatment oftener than every 
three weeks. By means of the deep Roentgen 
therapy with the Cooledge tube we can show you 
a most startling array of results. We do not 
claim them as cures yet. One must wait a pe- 


riod of five to eight years before reporting them. 


as cures; but at present we claim that they are 
good symptomatic results. 

Dr. C. Jeff Miller Closes.—I wish to thank the 
gentlemen who have so generously discussed my 
paper and to mention in closing two or three 
points regarding the technique of radium appli- 
cations. 

In regard to the X-ray, I do not wish the im- 
pression to go forth that I am favoring the ra- 
dium over the X-ray. I know very little about the 
practical results of the X-ray and discuss it only 
theoretically. I saw the use of the X-ray in Prof. 
Kroenig’s clinic at Frieburg, and also saw various 
post mortem specimens prepared by Prof. As- 
schoff, who was studying the results of intensive 
X-ray applications. The treatment of fibroids, 
malignant conditions and hyperplasia of the ute- 
rus with X-ray requires a special apparatus, such 
as the Gauss outfit or the Cooledge tube. This 
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should be thoroughly emphasized, because I be- 
lieve great harm is being done by the use of the 
ordinary X-ray outfit in these cases. I saw four 
large tubes playing upon an abdomen in Kroe- 
nig’s clinic, which was continued for probably 
four hours. The average X-ray tube would pro- 
duce the most serious consequences if used for 
probably a third of this time. So I think the 
X-ray workers should call the attention of the 
profession to the dangers of ordinary X-ray tech- 
nique as a therapeutic measure. 

The effect of radium on the uterus has been 
thoroughly worked out upon uteri removed some 
time after the applications. These specimens 
show marked connective tissue changes and 
blocking up of the blood vessels of the entire 
area. So the effect is not altogether due to 
changes produced in the ovary. 

In regard to the fibroids that do not decrease 
or change after radium application, this might 
be explained in several ways. It has been shown’ 
that certain fibroids will not decrease in size, 
and, as Burnam has shown, some of these may 
contain calcareous deposits and others do not 
react to radium. This is a phenomena not yet 
explained. 

I usually apply about 50 m. g. of the pure ra- 
dium element, well screened, to the cavity of the 
uterus for about 12 to 18 hours. This is usually 
sufficient to control the hemorrhages of the men- 
opause and the bleeding of fibroids. Drs. ‘Kelly 
and Burnam use larger amounts for a shorter pe- 
riod, believing that the more intense the dose the 
better the effect. 


NEGLECTED APPENDICITIS — ITS 
HIGH MORTALITY A DIAGNOS- 
TIC AND THERAPEUTIC RE- 
SPONSIBILITY.* 


By F. G. DUBOSE, M.D., F.A.C.S. 
Selma, Ala. 


Appendicitis should rarely, if ever, be 
the cause of death. Immediate diagnosis 
and proximate operation would put the 
cipher in the mortuary column. If the 
occurrence of a preventable disease is a 
censure on hygienic law, then the tragedy 
of an avoidable death is a crime. 

Operations done on acute appendicitis 
within twenty-four hours after the onset 
of the initial symptoms give a mortality 
greatly less than 1%. It is, therefore, 
obvious that the presént death rate of ap- 
proximately 8% is due to delayed diag- 
nosis, errors in early treatment and de- 
ferred operation. A_ responsibility of 
more than 7% of needless deaths from 


*Read in Section on Surgery, Southern Medi- 
cal Association, Ninth Annual Meeting, Dallas, 
Texas, Nov. 8-11, 1915. 
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one disease deserves the most serious con- 
sideration of the medical profession. 

Progressive peritonitis in 75% of all 
cases is due to appendicitis, the remain- 
ing 25% arising from all other causes. 

An insurance company in 1914 paid 
twenty death claims for appendicitis out 
of a total of 872 for all other diseases; 
ninth in numerical order and causing 
2.2% of all deaths, suicides and accidents 
excepted. This tabulation is taken from 
among those selected for physical well 
being, representing as a class intelligence 
and efficiency. 

Detailed investigation of the fatal cases 
has demonstrated that the advanced stage 
the disease had reached before it was 
given surgical treatment was the one and 
only cause of the high mortality in acute 
appendicitis. 

Immediate diagnosis absolves the at- 
tending physician from culpability, for it 
is manifest that no competent medical 
man of this generation would fail to ad- 
vise operation at once, or make the mis- 
take of administering a purgative. The 
only fatal cases, then, are those wherein 
the physician is called late—that is, after 
the first thirty-six to forty-eight hours of 
the disease; for such as these the public 
needs more education in the seriousness 
of the home treatment of bellyache and 
the fatal error of not calling in early the 
doctor. 

PATHOLOGY. 

Stanton reports the results of his inves- 
tigations of the gross pathology at the 
time of operation of over 1,500 cases, and 
of the microscopic findings in over 500 
acutely inflamed appendices removed dur- 
ing the first ten days after onset of at- 
tack. He demonstrates that the so-called 
varieties are merely different stages or 
degrees of inflammation. The following 
gross and microscopical appearances of 
the inflamed appendix observed by him 
are given for each day during the first 
week: 

First Day.—“Obstruction of lumen with com- 
plete distension distal to obstruction. Evidences 
of beginning gangrene; diffuse polynuclear leuko- 
cytic infiltration; focal areas of hemorrhage 
and necrosis involving all coats, with more or 
less extensive destruction of mucosa; fibrinous 
or fibrino-purulent exudate on peritoneal sur- 
face. Serous exudates were found only towards 


333 


the end of the first day, and in no cases except 
those given cathartics soon after onset of symp- 
toms.” 

Second Day.—‘“Increase in extent and severity 
of pathological lesions found on first day. Be- 
ginning peritoneal involvment. If it is going to 
occur at all, gross perforation of the appendix 
itself, with or without gangrene, usually takes 
place before the end of the second day.” 

Third Day—‘Maximum of destructive process 
in appendix reached. Beginning of nature’s ef- 
forts at repair, as shown by appearance of fibro- 
blasts in all sections.” 

Fourth Day.—‘“Increased evidences of repair. 
Complete necrosis of the gangrenous areas.” 

Fifth, Sixth and Seventh Days.—‘Concerned in 
process of repair, being almost completed by 
the end of the seventh day, except in the more 
extensive cases.” 


Too great stress can not be given to 
two of his conclusions resulting from this 
exhaustive analysis. 

1. “That catarrhal appendicitis as a patholog- 
ical entity does not exist; subacute appendicitis 
does occur; only three or four in the series 
showed an acute lesion grafted upon a subacute 
process.” 

2. “That bacteriological perforation occurs dur- 
ing the first few hours of the attack, irrespective 
of gross perforation or gangrene.” 


“Purgation spells perforation.” Moyni- 
han’s sequence is “pain, purgative, per- 
foration.” He states that “perforation 
does not seem to occur if no aperient is 
given and if absolute starvation is adopt- 
ed from the first.” Further, that “acute 
general spreading peritonitis is due to 
the treatment by purgatives; it is a the- 
rapeutic peritonitis.” In this connection. 
paraphrasing Kipling’s “Female of the 
Species,” Deaver says: “The purgative is 
more deadly than the scalpel.” 

SYMTOMATOLOGY. 

Sudden onset, nausea, severe abdomi- 
nal pain, characterized by remissions of 
intensity, suffered most in epigastrium, 
around umbilicus, in either iliac fossa, 
and if the appendix is retrocecal maxi- 
mum point of pain is in right lumbar re- 
gion. Abdominal tenderness, on palpa- 
tion or pressure, greatest over location of 
appendix, and when made there produces 
either nausea or referred pain in epigas- 
trium. Broad pressure over sigmoid and 
descending colon by forcing gas into 


| 


334 


cecum cause pain at McBurney’s point. 
Pain is not relieved after emptying stom- 
ach and large bowel. There is constipa- 
tion as a rule, invariably absence of diar- 
rhoea. Muscular rigidity of varying de- 
gree, in right rectus, or over underlying 
appendix. Temperature, normal or sub- 
normal in the beginning, elevated several 
hours after onset. Pulse slower in rate, 
becoming quicker after inflammation is 
well advanced. The differential diagno- 
sis in the presence of this symptom-com- 
plex lies not between appendicitis and 
flatulent colic, or any of the dietetic, gas- 
tric or bowel disorders, but between ap- 
pendicitis and one of the several, though 
less frequent, abdominal diseases, gen- 
erally designated as the acute surgical 
abdomen, in the initiation of its first ex- 
pression. 


There is no difference of opinion among 
surgeons concerning the necessity of im- 
mediate operation early in acute appendi- 
citis. When cases are seen during the 
surgical danger period, which is from 
the third to the sixth days, inclusive, after 
the onset, the conception of treatment has 
wide variations. The dictum “Operate 
as soon as diagnosis is made” is not now 
universally accepted; this change came on 
account of the notoriously poorer results 
of operations done during the “danger 
period” as compared with those performed 
earlier or later in the course of the dis- 
ease, and from the teachings of Ochsner, 
who demonstrated the fact that the ma- 
jority of these severe cases, given a ra- 
tional method of treatment, could be tided 
over the unfavorable surgical stage and 
subsequently safely stand operation. 


In deciding between immediate and de- 
ferred operation, it remains largely a 
matter of the surgeon’s personal judg- 
ment—and he is wisest who is not the 
follower of any one set method, but 
adopts that plan which seems best suited 
to the individual case. It should con- 
stantly be borne in mind that the opera- 
tive technique and the time of its per- 
formance is but one of three factors in- 
fluencing favorably or adversely the ter- 
mination of these cases. The treatment 
administered before the surgeon is called 
is all-important, and that given after the 
operation very momentous in its. influ- 


ence. 
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WHAT SHOULD BE DONE IF DELAYED OPERA- 
TION IS UNAVOIDABLE. 

Empty the stomach and keep it empty. 
If vomiting is ineffectual use the stomach 
tube. After siphonage allow nothing else 
to be taken into the stomach, not even 
water. This will relieve nausea and re- 
duce peristalsis. 

Unload the large bowel by enemata or 
rectal flushings. Added comfort is secured 
by the elimination of gas and feces, and 
the way is prepared for the use of procto- 
clysis or clysters. These two measures 
are both diagnostic as well as therapeu- 
tic, for by the time the stomach and lower 
bowel are emptied, if the nausea, pain or 
colic is not relieved, it is not the result 
of acute indigestion, but of an acute ab- 
dominal lesion. 

Morphine hypodermatically to relieve 
pain, lessen peristalsis, diminish shock, 
retard absorption, limit tissue waste, and 
to favor the formation of protective peri- 
toneal adhesions. 

Put patient in Fowler’s position and 
begin the use of proctoclysis or clysters of 
either tap water or preferably of a con- 
centration of 15% glucose, 1% sodium 
bicarbonate, and .5 of 1% of sodium chlo- 
ride. 

. Transport to hospital as soon as possi- 

e. 

WHAT SHOULD NOT BE DONE IN UNAVOID- 
ABLE OPERATIVE DELAY. 

Never administer purgatives! Aperients 
increase peristalsis that every conserva- 
tive force of nature is attempting to stop; 
they prevent adhesions and thereby cause 
more or less extensive soiling of the peri- 
toneum from leaking intestinal contents 
in perforation or escaping bacteria in in- 
flammation. It is certain that the pre- 
liminary purgative never tided over the 
immediate necessity of operation in 
acute appendicitis and equally true that 
its performance is rendered more imper- 
ative and less safe by aperient therapy. 
Witness the statistics of Deaver in one 
year’s work; of those purged only 1.5% 
escaped perforation, gangrene or peri- 
appendicular. abscess; and of those to 
whom purgatives had been given 97.5% 
had the most extreme types of appendi- 
ceal disease. 

Nourishment by the mouth increases 
peristalsis; if retained, will add factors 
of distress and danger out of proportion 
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Fig. 1—Transverse Skin Incision Modified McBurney. 


in harmfulness to the nutritive benefits 
derived from its questionable assimila- 
tion. 

To withhold the administration of mor- 
phine for fear of masking symptoms is a 
mistake, for it is the only drug of any 
benefit to the patient in assisting nature 
during the five-day danger period. It 
should be given in doses sufficiently large 
and at intervals repeated to maintain its 
physiological and therapeutic effect. It 
will be shown in the indications for or 
against operation that morphine does not 
mask the signs or symptoms which are de- 
terminative. 


WHAT SHOULD BE DONE IN NEGLECTED 
CASES, THOSE FIRST ATTENDED AS LATE 
AS FORTY-EIGHT HOURS AFTER 
ONSET. 


These are usually the abscessed, perfo- 
rated or complicated by a diffuse or 
spreading peritonitis, giving an average 
surgical mortality of 12.5% from opera- 
tions done after the first twenty-four hours 
from initial symptom and before the end 
of the seventh day following onset. 


IMMEDIATE OPERATION IS IMPERATIVE. 


1. In the presence of progressive exag- 
geration of all unfavorable symptoms fol- 
lowing the rational starvation-rest pre- 
operative treatment, the Ochsner method. 

2. On the occurrence of sudden relief 
of pain, accompanied by subjective sense 
of improvement with a quickening of the 
pulse rate, indicating the rupture of a 
localized abscess or thrombosis, gangrene 
or perforation of appendix. : 

3. Evidence of localization of inflam- 
matory process by adhesions when a cir- 
cumscribed area of swelling appears in 
right abdomen. 

4. A sudden fall in a previously high 
leukocyte count, or a gradually decreas- 
ing leukocytosis with steady increase in 
the polymorphears, indicating a failing 
resistance. 

5. When more than one week has 
elapsed since the beginning of the appen- 
dicitis, for by this time the acute inflam- 
matory reaction is passed and the blood 
has established to a _ degree protec- 
tive powers. 
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DEFER OPERATION. 


1. From the third to the seventh day | 


after onset, when the fury of the appendi- 
citis is at its height, giving the Ochsner 
method a chance to have effect, evidenced 
by improvement of symptoms; in the ab- 
sence of an exigency the operation should 
be withheld till the acute general symp- 
toms have subsided. 

2. Blood examination showing a high 
polymorphear count without an accom- 
panying leucocytosis, for this is found in 
intense infections in subjects with little 
or no resistance and in one so over- 
whelmed that a fatal issue is to be ex- 
pected under any treatment. 

BENEFITS FOLLOWING DELAY. 

1. The sympathetic nervous system is 
given a chance to recover from the shock 
received and to re-establish in a measure 
its equilibrium. 

2. The vascular system is afforded time 
to form antibodies and increase its army 
of leucocytes to battle with the infection. 

3. A necessary period of time is permit- 
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Fig. 2—Showing Flap Formed by Incision Along Rectus. 


ted the peritoneum to throw out its lim- 
iting wall of adhesions. 


DANGER IN POSTPONING OPERATION. 


1. Further saturation of the system 
with toxins; especially dangerous to life 
are those absorbed from a gangrenous or 
obstructed portion of the gut. It has been 
demonstrated by Crile that this toxin pro- 
duces a lesion in the cells of the central 
nervous system, and when experiment- 
ally administered to animals the symp- 
tom-complex of ileus appears with a fatal 
issue in five or six days. 

2. Bacterial pollution of the blood 
stream with consequent septic thrombosis 
or embolism. 

3. Lymphatic infection resulting in em- 
pyema, subphrenic abscess, multiple ab- 
scess of liver or cholecystitis. In this con- 
nection it should be remembered that the 
appendix is more richly supplied with 
lymphoid tissue than any other portion 
of the intestinal tract. 

4. Progressive suppurative peritonitis, 
due to gross or bacterial perforation and 
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a dissemination of the infection from in- 
effectual adhesions. 
FACTORS INFLUENCING OUTCOME. 

Rational pre-operative treatment is the 
first and most important step in mini- 
mizing the existing pathology and favor- 
ing surgical success in the treatment of 
advanced acute appendicitis. The anes- 
thetic should be nitrous oxide-oxygen, 
alone or in combination with infiltration 
anesthesia. Ether or chloroform seri- 
ously increase the danger by adding the 
toxaemia of their narcosis to a system 
staggering under an overload from infec- 
tion. 

The discriminating judgment of the 
surgeon in determining the extent of the 
operation, in the choice of technique and 
his manual dexterity in executing his 
plans are important. 

In calling your attention to the modifi- 
cation of the gridiron incision as a rou- 
tine in the operative technique of suppura- 
tive appendicitis, I hope to demonstrate 
by the accompanying illustrations that 
ample room, efficient drainage and the 
lessened danger of post-operative hernia 
are secured by this method. The base of 
the appendix is immediately under the 
transverse incision. With this guide, trac- 
ing the appendix is easy. Where more 
room is needed, a right angle vertical ex- 
tension is made through the fused aponeu- 
rosis at the outer border of the sheath 
of the rectus at the inner end of the trans- 
verse incision downward for one or more 
inches. This downward extension gives 
a triangular flap which, when retracted, 
exposes the right lower abdominal quad- 
rant. There is no injury to the deep epi- 
gastric vessels or to the twelfth inter- 
costal ilio-hypogastric nerves, preserving 
the blood and nerve supply to the lower 
right abdomen. Choice is allowed for the 
emergence of drainage wicks at any of 
several points in the incision line or stab 
drainage may be employed. There is no 
chance of hernia in spite of drainage ex- 
cept for the one or two inches of the ver- 
tical right rectus incision, and hernia is 
minimized at this point on account of the 
preservation of the blood and nerve sup- 
ply. After walling off the uninvaded per- 
itoneum every pus pocket should be opened 
and drained and the appendix removed in 
every instance if possible without evi- 
dently interfering with the chances of pa- 


tient’s recovery. A fecal fistula is better 
than a gangrenous appendix. All throm- 
bosed and necrosed areas of omentum 
should be excised. Ample rubber-covered 
gauze wicks or sheets of rubber tissue- 
filling pus cavities or infected areas are 
superior to the gauze or rubber’ tube 
drains.’ In solitary appendiceal abscess 
simple drainage will temporarily relieve; 
however, the appendix should invariably 
be removed before the patient is dis- 
charged. from the hospital. If the appen- 
dix is gangrenous, the omental or mesen- 
teric vessels thrombosed, or if there is 
present paralytic or mechanical ileus sim- 
ple drainage after incision is inadequate 
and ineffectual surgery. If the toxaemia 
at the time of the operation is not of fatal 
amount, the only hope lies in the removal 
of further sources of toxin formation and 
absorption. The errors of appendiceal 
surgery today are from timidity or so- 
called conservatism and not as a rule from 
boldness in the execution of a radical and 
rational technique, and also from ill-timed 
operations due to a failure to investigate 
the bearing of the pathologic process on 
the patient’s resistance. This comes as a 
result of the misinterpretation of the 
Ochsner-Murphy method of pre-operative 
treatment and of the lack of appreciation 
of the daily pathologic changes and stages 
as a result of the infection within the ap- 
pendix. 
POST-OPERATIVE CARE. 


At the close or during the operation a 
pint or more of normal saline or distilled 
water should be administered by hypo- 
dermoclysis. The Murphy drip com- 
menced as soon as the patient is returned 
to bed and placed in the Fowler position. 
Morphine in sufficient quantities to re- 
lieve pain. The more desperate the pa- 
tient’s condition the more imperative the 
need of morphine. There are two essen- 
tials—the supply of fluids to the tissues 
and the lessening of waste and absorp- 
tion. Proctoclysis, hypodermoclysis, in- 
fusion intravenously, and morphine. In- 
travenously give either glucose, sodium 
bicarbonate or Fischer’s solution to sup- 
ply fluids, nourishment and to correct or 
diminish acidosis. Gastric lavage for ex- 
cessive nausea, every four to six hours as 
may be required. In acute dilatation of 
the stomach where quantities of duodenal 
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fluids are regurgitated, I have found ap- 
parent benefit following the reintroduc- 
tion of the siphoned stomach contents into 
the rectum through the proctoclysis. The 
rationale of this is to supply the system 
with the hormones otherwise lost in the 
lavage and vomit. Rectal flushings of 
essence of peppermint one teaspoonful to 
the quart of water is valuable in remov- 
ing flatus, lessening the discomfort of dis- 
tension. Pituitrin is most useful in dis- 
tension to favor the passage of gas, but 
should not be used till after the third day, 
when ordinarily it is permissable to stim- 
ulate intestinal peristalsis. Milk and mo- 
lasses, equal parts, afford the safest and 
best purgative enema. It, too, should not 
be given till after the third day following 
operation. Post-operative purgation by 
oil, calomel or magnesium sulphate within 
the first three days after operation is an 
abuse; failing as a rule to evacuate the 
bowels, they excite nausea and vomiting, 
accentuate abdominal pain, adding to the 
general discomfort of the patient and 
even when acting on the bowels serve no 
distinctly immediate therapeutic neces- 
sity. 

The routine use of strychnine, caffein, 
spartein, nitroglycerine and strophanthin 
is to be condemned. A study of the phar- 


macology of these drugs is convincing. 


that they are irritants and not true stim- 
ulants which will increase the resistance 
of lowered vital powers tiding them over 
critical stages; they may whip up fagging 
nervo-vascular organisms and the reac- 
tion hasten the unsought end. 

Morphine, atropine and pituitrin have 
distinct indications and are valuable when 
used as indicated. 

Glucose and soda administered intrav- 
enously most nearly approach the ideal 
stimulant in restoring tone to the heart 
muscle, in affording energizing nutrient to 
the tissues and in helping elimination 
through the emunctories. 

The post-operative care is often dra- 
matic in bringing about a successful out- 
come, the operation being the initiation 
of the treatment rather than the master 
stroke which ends either the disease or the 
sufferer. 
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DISCUSSION. 

Dr. Jere L. Crook, Jackson, Tenn.—Fearing that 
I might be late, after the very royal entertain- 
ment afforded us last evening, I prevailed upon 
my friend to allow me to look over his paper 
before it was read this morning, and I wish to 
say that the paper, as a whole, is so able an ex- 
pression of the very best of modern thought in 
reference to delayed or neglected appendicitis 
that an attempt to add to the paper along that 
line would be just like an effort to adorn the lily 
or to paint the rose; but in the title itself there 
is suggested to us a very important thought, and 
it is to that part of the paper that I shall address 
my remarks. 

If you will observe the title as a whole, you 
will see the responsibility rests upon the medical 
profession to reduce the mortality of this dread 
disease. We should attempt as a profession to 
go further than simply to render our duty to the 
individual members of society whom we may be 
called upon to treat. 

There is a higher obligation resting upon us 
than contained in the word “doctor”’—‘teacher.” 
The vista of helpfulness to humanity stretches 
out before us in all lines, where we may teach 
the people, where we may lengthen human life 
and lessen human suffering. We have been emi- 
nently successful in teaching the people how to 
prevent and how to cure tuberculosis. We have 
had similar success in the line of malaria and 
yellow fever, but, my friends, surgeons and mem- 
bers of this body, we have not addressed our- 
selves directly to the problem of teaching the 
people the absolute necessity of early operation 
in appendicitis. That is one of the most important 
things that the surgeons of the world could do to- . 
day, and if we would do our duty and teach the 
people the necessity of early operation, then it 
would not be necessary to have read before us 
the elaborate paper we have heard this morning 
on neglected appendicitis. Whose neglect is it? 
We must, as surgeons, eliminate ourselves from 
this problem, because we can not carry the bur- 
den.of neglect. We must teach our brother phy- 
sicians that they must eliminate themselves from 
the burden of neglect; then the only burden re- 
maining is the neglect of the patient or of his 
guardian, if he be a minor. We must teach those 
who do not realize it as we do the absolute im- 
portance of early operation within the first few 
hours of appendicitis, or to operate in the inter- 
val, should the patient be so fortunate as to re- 
cover from the first attack. Instead of devoting 
one entire day to tuberculosis—important as 
that is, or to malaria—let us ask for a little part 
of the general program next year in order to 
teach the family physician, if it be necessary, 
and to teach the people themselves the necessity 
of bringing their loved ones and placing them 
in our hands when we have the very best chance 
of saving their lives. Why should it be, to our 
shame and disgrace, that a disease that is so 
well known, and the treatment, fortunately, so 
well known, that there should be such a mor- 
tality in cases where we can select the time for 
operation? If we believed we could cure a case 


of tuberculosis in the first days it started, wouldn’t 
we stress the point that that patient should be 
brought to us? 


We stress the point that in ty- 
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phoid and other diseases the patient must be 
seen early—I mean to the public? We mustim- 
press upon them to bring their patients to us 
sooner. There is no question but what many 
physicians—well-informed men—are doing their 
duty to their patients. If they are not, doubtless 
it is up to us to teach them the necessity of 
bringing their patients to us in time. 

Dr. Lucian H. Landry, New Orleans, La.—I was 
very glad, indeed, to see that Dr. DuBose empha- 
sized particularly the fact that we should cut out 
purgatives. It has been our rule, in the last few 
years, to teach in our medical school to try to 
lay stress upon this point to the student, that if 
he does nothing and gives no purgatives he will 
be doing the best thing. Purgatives have killed 
more people than bullets—not excepting the pres- 
ent European war. 

The point is made, for instance, when we see 
these bad cases of perforated. appendicitis we do 
not ask them if they had a purge, but when they 
had a purge. Dr. DuBose said that 97% of his 
perforated cases are due to purgatives. I think 
he is correct, and, if possible, he is underestimat- 
ing. 

That is the point that is worthy of mention— 
the avoiding of purgatives. 

Dr. F. L. Watson, McAlester, Okla.—I was not 
so fortunate as to hear the doctor’s paper, but 
from the discussion I grasp the trend of affairs, 
and I desire to emphasize the point that the pri- 
mary mortality of acute appendicitis should be 
nil. 

If the family physician were called to see a 
case where all the clinical manifestations were 
those of malaria, he would, unquestionably, pre- 
scribe quinine, notwithstanding the remon- 
strances or the misgivings of his patient or of 
the family. He would be satisfied with no other 
prescription. When he is called to see the pa- 
tient and makes a diagnosis of acute appendicitis 
(and it is almost classical) he should prescribe 
the hospital and the operation, and he should 
not rest at that; he sheuld say: “That is the one 
and the best thing for you, and it is all that I 
am going to give you.” He might add, then, that: 
“Unfortunately there are men in this community 
who will prescribe medicine and try to get you 
over this attack, but that is radically wrong;” 
and if he is a man conscientious in his chosen 
profession, he will say to the acute case of ap- 
pendicitis: “Not a particle of medicine for you. 
You have called me here for my advice, and, if 
you accept it, it is the hospital for you and an 
operation.” 


Dr. S. E. Millikin, Dallas, Texas.—I regret ex- 
ceedingly that a paper like this should be pre- 
sented on the last day, with such a small audi- 
ence. This paper should have been brought be- 
fore one of our general sessions. I would say it 
should be where, as Dr. Crook has suggested, the 
layman may know the importance of this advance 
work. It is a matter of education. 

As to the purgative, every surgeon knows what 
it has done, but I will have to tell a little anec- 
dote told me by one of my surgeons in talking 
with an old practitioner. 

He said: “Doctor, what do you think of the 
morphine treatment of appendicitis?” And, “What 
do you think of the purgative treatment of ap- 


pendicitis?” That he had “discussed this thing 
peetty thoroughly with myself and they both seem 
to be good, and, as they are both good, I use 
both.” 


Dr. J. Shelton Horsley, Richmond, Va.—This 
paper is so excellent that it needs no encomiums, 
but there is one point with which I take some- 
what an issue, and that is the idea of arranging 
an operation for some set, particular time, with 
1eference to the clinical course of the disease. 

As long as the inflammation is confined to the 
appendix, it is certainly safe. It is dangerous 
only when it filters through the appendix and 
reaches the surrounding tissues. Now, why does 
it go through? Always because of perforation. 
Not necessarily a gross perforation that you can 
see with the naked eye, but by the bacteria or 
the toxins. Let’s bring it back so as to place 
similar lesions along the whole gastro-intestinal 
tract on the same pathological basis. If you have 
a perforation of typhoid ulcer or duodenal ulcer, 
what would you do then? You would operate. 
If you had a perforation from a bullet wound 
what would you do? Operate. You would not 
wait for the second, third or fourth day; you 
would operate as soon as possible. If you haven’t 
got a perforation it is perfectly safe. If you have 
got a perforation, operate as soon as possible. 

The great danger from stirring up and mess- 
ing up things that used to obtain does not ob- 
tain now to such a large extent, because of the 
Fowler position and the protoclysis of Murphy 
have, to a large extent, done away with these 
dangers. The cases of appendicitis that I have 
lost have come to me late except in one instance— 
an unusual case, and the only one I have known— 
that was in the first six hours after the begin- 
ning of the disease. 

I believe if we are going to teach the people 
that the patient should be operated upon early 
and they send us a case in three or four days 
and we put it off, we can not avoid criticism. 

If we had a perforation in any other part of 
the gastro-intestinal tract, we would operate at 
once. Why not operate in appendicitis when the 
diagnosis is made? 

I think the only way to count the statistics in 
appendicitis is to count not necessarily the cases 
you operate upon, but the cases that you see and 
that your patrons see. If, for instance, you take 
a case that comes in on about the third or fourth 
day, and it is pretty sick and gets over these 
three or four days, nature has helped the patient 
out. It is then a comparatively simple case, and 
on opening the abdomen ought to get along pretty 
well. If you operate at once you might possibly 
lose some of those cases; but if you compare that 
mortality with the mortality of those who need 
help the worst, when there is greatest need for 
it and are not operated unon, you will find in the 
long run that surgeons who operate carefully and 
gently at once will have a lower mortality rate 
than those who delay operation at certain stages 
of the game. 


Dr. Fred H. Clarke, El Reno, Okla.—There is 
just a word of caution that we need to remember 
with the doctor’s paper, or rather from the state- 
ments of one or two who have been discussing it. 

I have gone through all that the doctor has 
said personally. You know no one is so foolish 


3 4 
i 
| 
| 
a> 
1 
| 


340 SOUTHERN MEDICAL JOURNAL 


about himself as the physician, and I put off the 
evil day until I had a ruptured appendix—so I 
speak with a great deal of feeling. It was pure 
carelessness. I was urged by my good wife to 
submit to operation long before I did, but because 
of the pressure of business and other engage- 
ments, I put it off. 

The word of caution is this: The doctor has 
said in about 97% the perforation comes from 
drastic purgatives or “from purgatives,” to quote 
him exactly. In my own case perforation came 
in four hours from the onset, with no purgative. 
In four cases that I can recall in my own mind, 
in my own practice, it is the same; so all prac- 
tice must vary in different places and different 
individuals. 

I think that the fatal cases that I have had 
(and I guess I have had my share of them) have 
been almost universally cases that had been 
moved some little distance from the home to the 
hospital. I have tried to remember the cases 
upon whom [I have operated—out in the country, 
some of them, under conditions that were any- 
thing but pleasant or inviting, and yet I can not 
recall a single fatality among those operated on 
in the home under favorable conditions; but I 
have had among those that have come to the 
hospital, due to the fact that it takes time and 
increases shock to transport your case. Usually 
some man fifty or a hundred miles distant will be 
called to see the case and then it will come to 
you in the hospital, and the delay due to the re- 
moval of the case makes it too late for opera- 
tion. 

In connection with that, also, is the morbid 
fear many have of the hospital; so many times 
this causes delay. (I am speaking largely of 
our country practice). Sometimes these cases 
that are less grave and are neglected are fatal 


because of this very fact. I saw one just a few. 


days ago where operation had been delayed be- 
cause of that very thing. I am speaking more 
particularly of the severe cases and especially 
of the perforated cases. I do not think we ought 
to move them. 

Of course every man bases his ideas upon his 
own experience, and mine have been based upon 
the cases that I have been able to go over in 
my own memory while listening to the paper this 
morning, and my fatal cases have been those 
that have been moved, and my recoveries cases 
of immediate operation or operation at the ear- 
liest moment. I was operated on in my own 
home. 


Dr. J. H. Blackburn, Bowling Green, Ky.— 
There were just two points about which I wished 
to speak particularly, and the first is that of 
purgatives. I had a recent experience. While 
in the middle of an abdomen that was the result 
of a neglected case of appendicitis, a message 
came and as soon as I could get away I drove 
twelve miles up the country. 

The little ten-year-old girl had had a stomach 
ache on Wednesday morning, the family physi- 
cian had seen her on Thursday morning and had 
diagnosed appendicitis and given two grains of 
calomel. Friday morning at 4 o’clock she had 
the evidences of a ruptured appendix. The phy- 
sician was called back and I saw her about noon 
of Friday and transported her to the hospital 


in my car and opened the abdomen as soon as 
possible and found the ruptured appendix. ; 

The other phase of ‘it is the question of edu- 
cation. If we folks at home who do this work 
have done anything we have talked. We have 
iterated and reiterated that the patients should 
be operated upon early, and we do that with our 
medical friends, by all means. We have iterated 
and reiterated that they should not be given 
purgatives; and after a little heart-to-heart talk 
with this medical friend, when I said to him, 
without any hesitation, that his two grains of 
calomel had ruptured that child’s appendix, he 
did not oppose anything that I suggested regard- 
ing the treatment of that case. He was very 
willing and ready to insist to the family that 
the child should be carried to the hospital and 
should have the abdomen opened immediately. 

Now that is the education of the family physi- 
cian as we have attempted to do it, and I have 
not hesitated in four or five instances to say to 
a doctor that, in my opinion, his purgative had 
been responsible for the condition of the pa- 
tient, and, as a rule, they do not give the purga- 
tive in a second case. 

As to the education: It occurs to me that in- 
stead of reading this paper of Dr. DuBose’s over 
at the public meeting, as has been suggested, we 
might read it at the Section on Medicine. (Ap- 
plause.) The practitioner is the man we have to 
eaucate. 

I recently had occasion to discuss this very 
question with our county society, “The Causes of 
Death in Appendicitis,’ and two prominent 
causes that I mentioned were the family physi- 
cian and the family. So in addition to the prac- 
titioner we must educate the public as to the 
necessity for operating in all cases if we would 
save the greatest number of lives. 


Dr. F. M. Brown.—I have been in the Surgical 
Section the last few days and have heard a great 
deal about the country doctor, the family physi- 
cian, etc., and I represent that type of doctor 
here today. Living in the small towns where 
we have not the facilities of a hospital like you 
men in the larger places, as a country doctor I 
want to endorse the paper of Dr. DuBose. 

I wish also to endorse the doctor in regard to 
transporting these patients from the country 
home to the hospital. We all know that the hos- 
pital is the proper place to operate upon a case 
of appendicitis, if it is recommended, and we can 
go there without any trouble to our patient, but 
my observation and experience have been, in 
my cases of suppurative appendicitis transported 
to the hospital, my mortality has been much 
higher than the cases operated on in the home. 

I think the continued vibration of the train 
causes a continual jostling of those intestines, 
and will cause more perforations than the chances 
we take in opening those cases right out in the 
home under the best sanitary facilities we have. 

It is customary in my part of the country, and 
had been for years before I went to practicing 
medicine, when they saw a case of appendicitis 
to give a big dose of magnesium sulphate, but I 
have discontinued giving any purgative at all, 
thinking that the best thing to do was to empty 
po stomach and keep these patients absolutely 
quiet. 
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Morphia has been my sheet anchor, and so 
many physicians and surgeons have discussed 
the matter of its masking the symptoms, but I 
do not know of a case that it has masked the 
symptoms for me. If we know what he has, why 
let him suffer when morphia will relieve it? 

A Member.—The question has come up in my 
mind if it would not be better to let the sur- 
geon do his operation in the home rather than 
subject the patient to a trip of several miles in a 
train. We have been taught to administer opiates 
to keep them quiet, and it occurs to me that 
transporting them and making the railroad jour- 
ney predisposes to the danger of perforations, 
and I would like to hear several others, to whom 
this has been a question, discuss that point. It 
has been quite a question with me, and I was 
never sure whether I was doing right in advising 
this patient to go to a hospital or whether I 
would do better or the patient’s chances would 
be better if he were kept at home and the op- 
eration done under more favorable circumstances. 


Dr. J. S. Ullman, Natchez, Miss.—In the first 
place I feel as Dr. Horsley does in the matter of 
time as when to operate. We have all been 
taught as surgeons, and it is our practice, in 
every condition where there is pus suspected to 
open, disinfect and drain. In a condition such 
as obstruction of the bowels, if we can not go 
any further, our duty is to open that abdomen 
and get up a loop of intestine and evacuate its 
toxic contents. We can content curselves with 
that much if we have not the opportunity to do 
more. It seems to me that no matter how grave 
the patient’s condition may be, we can certainly, 
with very little risk, and especially if we can 
follow out Crile’s masterly technique of Anoci- 
association (I do not mean to say we are every 
one of us Criles, but we can follow his teaching) 
and by opening the abdomen and working gently 
and carefully down to the pus and putting in a 
tube, and being brave enough to stop at that 
point, we can do much for our patients’ welfare. 

The second point is in regard to the question 
of morphine. One of the gentlemen who pre- 
ceded me a moment ago had something to say 
about the masking of symptoms. The point is 
this: After you have given your morphine you 
never know what symptoms have escaped you, 
what symptoms you have masked, or anything 
else, and of course if you are trying to save your 
eases for later operation, you may feel reason- 
ably certain that you are going to have perfora- 
tion whether you give your morphia or not. 
Then, if you can content yourself to look at it 
from that standpoint, well and good, give your 
morphia. But it seems to me poor surgery to 
use morphia and jeopardize your patient’s condi- 
‘tion, because we are taught by hard experience 
that a perforation in any condition, in any part 
of the abdomen, should be handled, preferably, 
within the first six hours. But after your mor- 
Puia has been given you can not tell whether 
you are going to get at that perforation within 
six days or six hours. It will surely be over- 
looked in a large percentage of cases during the 
narcosis. 


Dr. R. C. Dorr, Batesville, Ark.—I think it is 
wrong to lay all ruptures to the country practi- 
tioner giving cathartics. This often happens in 
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a girl sitting on a bench in the school house, or 
a@ man walking around. The pathology is what 
causes the rupture 90% of the time, and while I 
condemn cathartics as well as any one else, to 
my mind to say that it is solely cathartics is 
nothing but want of knowledge. 

You say he is better off if operated on at home. 
No doubt about it. I have operated at the home, 
with the kettle for a sterilizer, with just as good 
outcome as I have in the hospital. It is not 
wnere, but when you operate; and the idea that 
none but those taking cathartics rupture is 
wrong, and the germ producing that disease has 
much to do with that rupture, because twenty 
years ago when we gave cathartics, many of 
them got well,,and my ideas are that a small 
percentage of ruptured appendices—unless you 
take Dr. Horsley’s view that they all leak—that 
is true. But we find a very small percentage, 
and I do not think there is so much in saying 
wholesale that it is the practice. Then, it has 
a death rate from its pathology, and from anes- 
thetics, and it is dangerous to tell people that he 
would not have died if you could have seen him 
at the right time. I do not believe that that is so. 

Dr. DuBose Closes.—Replying first to my 
friend, Dr. Dorr, the statistics given were not 
mine. They were Dr. Deaver’s and others’, rep- 
resenting the leaders in the surgical world. When 
a man says it is “tommyrot” in commenting on 
these statistics, he is reflecting on the compila- 
tions of the greatest men in the surgical world. 

Dr. Horsley has touched on one of the most 
difficult things—the matter of decision as to 
when to operate when the patient is not seen 
until after the third day. I, for one, believe it is 
most advantageous to operate at once during the 
first three days. It should be remembered that op- 
erations done on the third day are less safe than 
those on the second day, and those on the second 
day less safe than those on the first day of the 
attack. The speaker expects the doctors in 
country and town alike to make the diagnosis 
when the case is seen, and it can be made in six 
hours after it is seen. If any physician can not 
make a diagnosis of appendicitis within that 
length of time he should go back to school, for 
by the time he has emptied the stomach and the 
lower bowel by an enema, if the pain is not re- 
lieved, it is not bellyache, but an acute condition 
requiring surgical interference. A blood exam- 
ination will give additional confirmative informa- 
tion. 

My living is dependent upon the country doc- 
tor. My father was a country doctor, and I take 
off my hat and bend my knee to the country doc- 
tor and to the general practitioner. (Applause.) 

Dr. Brown made a splendid statement when he 
said: “Unload the stomach, give an enema and 
then morphia, if not relieved,” for he believed 
then that the patient had appendicitis and he 
transported him to the hospital. 

To withhold morphine because it masks the 
symptoms is withholding from the patient with 
appendicitis the one and only drug that helps 
the condition. It does nothing against nature un- 
less it helps to befuddle an already befuddled 
diagnostic mind. 

I believe that every patient with an acute ab- 
dominal pain, as soon as he is seen, should have 
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a blood examination made, and most of the doc- 
tors in Alabama are able to do it,*and are doing 
it. During the past few years the physicians who 
have referred these patients to me are sending 
them in early, and it is rare, indeed, that any are 
brought in during the last stages of the disease. 
I have seen people brought in and die within a 
few hours without operation, their condition be- 
ing so extreme when they reached the hospital. 
And they are dying now from purgatives, anc 
we know it. When a man says it is a baby act 
to say that purgatives produce peritonitis, he is 
contradicting the statistics of the best observers 
in the world. The figures show that only 344% 
of those who were given purgatives escaped per- 
foration, and they also show that less than 144% 
of those who had the Murphy-Oschner treatment 
from the inception of their appendicitis had 
either a perforation or a peritonitis. (Applause.) 

Monihan says that spreading peritonitis is an 
aperient peritonitis. The purgative makes the 
pathology. Without purgatives, but with a mor- 
phine, peristalic rest treatment from the begin- 
ning of their attack, they do not have perforation. 

In the twenty-two and a half years that I have 
been doing surgery, my appendicitis cases have 
run into the thousands, perhaps. I have 
seen only one case that had a perforation 
without a purgative being administered previ- 
ously. He was operated on within eleven hours 
from the onset of his first pain, and he had a 
perforation. This was the only one that I have 
seen who did not have a purgative and who did 
have a_ perforation. 

The fact is that 75% of all the cases of periton- 
itis that come into the hands of the surgeon are 
due to appendicitis—the 25% remaining arising 
from all other causes. Eight per cent of the 
people who are attacked with appendicitis die 
under the present regime, when not 1% ought 
to die. I did not say that the general practi- 
tioner was responsible for it. Ill-timed opera- 
tions will add to the pathology, not only in point 
of time, but in extent of operation. 

The principal thing that this paper has dealt 
with is prophylaxis of peritonitis from appendi- 
citis. The imperative thing to do is to give the 
patient the advantage of the present-day scien- 
tific knowledge, and if he will not accept the ad- 
vice given as a result of using all of the means 
indicated to help his condition, in that he should 
be operated on immediately, then turn him over 
to some doctor who believes in calomel and salts 
(if there be any in this day and generation) and 
let him sign the death certificate. 

We hear about drainage, tubes and gauze. I 
wish to warn against the use of either tubes or 
gauze. The ordinary dental dam will get out 
more fluid from the abdomen than any other 
form of drainage, and will be conducive of fewer 
post-drainage adhesions. There is less liability 
of fecal fistulae or pressure necrosis than follow 
the use of drainage tubes. 

There is something I want to say about the 
post-operative treatment of these cases in clos- 
ing. 

In these septic conditions there is a drying up 
of the tissues and an acidosis that hastens 
death. To combat these an intravenous solution 
of saline and the hypodermoclysis of distilled 


water should be used. I have tried the distilled 
water under one breast and the normal salt solu- 
tion under the other, simultaneously, and the 
distilled water has been absorbed twice as rap- 
idly as the saline. In desperate cases the hypo- 
dermoclysis should be started as soon as the pa- 
tient is brought to the operating table. 

With reference to the anesthetic: Infiltration 
anesthesia and nitrousoxide narcosis should be 
used. The severer cases should have the major 
part of the operation done under infiltration an- 
esthesia, which can be employed without any 
trouble to operator, or pain to patient, if you 
have given him previously a masking symptom 
dose of morphine. (Laughter.) 

In the presence of post-operative ileus, the 
doing of an enterostomy under local anesthesia 
is frequently a life-saving proceeding and should 
under no circumstances be neglected. 


CONCLUSIONS IN THE STUDY OF 
INTESTINAL STASIS.* 


By JOSEPH E. JOHNSON, M.D. 
Memphis, Tenn. 


To develop into an intestinal surgeon is 
a process of evolution. We begin by re- 
moving the appendix for all pains in the 
right side, and feel ourselves quite a sur- 
geon. As we pursue our practice longer 
with the same clientele, we see a goodly 
number returning with no relief. We 
begin to observe more closely, we discover 
adhesions with which the appendix is 
blamed. Later, we learn to diagnose the 
different ptoses of the viscera and in these 
cases we note the obstinate constipation 
and the violent toxemia. After a futile 
attempt to relieve these patients by medi- 
cal means, we advance into the next stage, 
the mechanical stage. Then we attempt 
to correct the ptoses by suturing the stom- 
ach and colon to the parietal wall, to hold 
them near their normal position. Dr. 
Morris says that by the time he learned 
to do the operation well he discarded it, 
and his observation has been that of most 
surgeons who have given this subject se- 
rious consideration. In my early replac- 
ing or hitching up operations it was un- 
satisfactory to do it through a median 
incision, so I conceived the idea of mak- 
ing a large transverse incision down to 
the rectus muscles and, by raising these 
from their sheath, continue through the 


*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 
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peritoneum in the same line, thus giving 
an incision where I could do a first-class 
hitch-up operation. I did this a number 
of times, for which I have to apologize to 
every one for whom I have not taken it 
down and resorted to other means. The 
mechanical stage in this evolution has pro- 
duced some operations which, from a me- 
chanical standpoint, seem to be efficacious, 
but from a physiological standpoint are 


worse than useless. Ileosigmoidostomy is: 


an example. This mechanical stage marks 
the blackest page of disappointment in 
this field of surgical endeavor. Observ- 
ing our failures by our mechanical means, 
we advance to the next stage, which is a 
study of the physiology of the intestines, 
and note the failures, embryonic and oth- 
erwise, which cause the trouble; then we 
are well launched into the study of tox- 
emia. The accepted idea of stasis is de- 
lay, so let us study this from a standpoint 
of delay. It is at the end of our study 
that we get our first real conception of 
the subject in hand. 


I will, necessarily, quote frequently 
from my own paper read before the Tri- 
State Medical Society of Mississippi, Ar- 
kansas and Tennessee (1914), as from 
this study I wish now to give the conclu- 
sions reached. 


Let us look at the intestinal track as a 
whole. We will observe, first, that at the 
lower portion or orifice of each division 
of the intestines we have a_ sphincter, 
which is so placed for a very definite 
physiological reason. The function of the 
pylorus, normally, is to retain the food 
in the stomach a sufficient time for it to 
be acted upon by the digestive juices. 
When it has reached a certain degree of 
acidity, the acid in the stomach stimulates 
it to relax and allow part of the stomach’s 
contents to pass into the duodenum. When 
the acid comes into contact with the mu- 
cosa of the duodenum, the pylorus is stim- 
ulated to contract and remains contracted 
until all acid in the duodenum is neutral- 
ized, when it again relaxes, and this con- 
tinues until the stomach is empty and all 
of the acid in the duodenum has _ been 
neutralized. Then the pylorus will lie 
open and the bile and duodenal contents 
will flow back and forth through it with- 
out causing disturbance. Water almost 
immediately passes through the pylorus. 
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The vagus stimulates the pylorus; the 
splanchnic inhibits it. 

The ileo-cecal sphincter also has a dou- 
ble function. First, to hold back the di- 
gested proteins a sufficient time for ab- 
sorption; and second, to prevent the re- 
gurgitation of the contents of the cecum 
into the ileum. The anal sphincter re- 
tains the contents of the colon until a con- 
venient time for emptying. 

The peristalsis of the stomach is well 
known. The peristalsis of the small in- 
testines is a wave of dilatation followed 
by a wave of contraction which is regular 
and continuous. It is very little, if at all, 
influenced by cathartics or stimulants. It 
is controlled by a local nerve mechanism 
in the walls of the intestines. In the co- 
lon we have peristalsis and anti-peris- 
talsis. With a giant peristalsis wave the 
contents of the cecum may move forward 
to the splenic flexure, or with a wave of 
anti-peristalsis be brought back an equal 
distance. Anti-peristalsis prevails in the 
proximal half of the colon. Forward pe- 
ristalsis prevails in the distal half. The 
stomach is a receptacle where food is re- 
ceived and prepared for digestion. It 
should empty in four and a half hours. 
Food delayed in the stomach, beyond this 
time, will undergo putrefaction just as 
definitely as if it were removed with a 
stomach tube after four and a half hours 
and placed in a pan under the radiator. 
Patients with stomach delay are always 
eating bad food. The small intestine is 
the great eater and the terminal ileum 
has been proven to be the great absorber. 
The colon is the sewer; its mucosa has its 
natural defenses against the contained 
bacteria. It absorbs practically nothing 
but water. It will absorb a small amount 
of amido acid. Albumens or peptones 
by enemata are not absorbed. The mu- 
cosa of the intestines below the oesopha- 
gus is insensible to heat, cold, or pain. 
The peritoneal covering and even the in- 
testine itself may be incised without pain, 
but pulling upon the peritoneal covering 
or its mesenteric attachment gives intense 
pain. This should be remembered before 
making adhesions to the parieta] wall. 

According to Lane’s theory, the vrod- 
uct of a finished digestion, if delayed 
a short time in the terminal ileum, will 
reach the next stage, that of putrefaction, 
the absorption of which is the source of 
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the toxemia which in turn causes visce- 
roptosis. I agree with Lane as to loca- 
tion, but differ with him, radically, as to 
the source of the toxemia. 

Now, let us look at stasis in the ac- 
cepted sense of delay and apply our study 
of physiology. There is one physiolog- 
ical fact with which we are all familiar. 
and that is that if you irritate the intes- 
tinal track at any point, all the sphinc- 
ters above, beginning with the nearest, 
will make an effort to protect the irritated 
part against the contents of the intes- 
tines above. To illustrate: we take a 
case of chronic appendicitis which is 
causing a great deal of trouble. There is 
disturbance in the upper abdomen which 
is so pronounced that we make an _ in- 
cision so as to explore this region. When 
We remove such an appendix we find no 
inflammation or infection. It may be 
atrophied and kinked. We are frequently 
in doubt as to whether we have removed 
our pathology when we remove such an 
appendix. The patient is subject to so- 
called biliousness or spells of toxemia and 
has lost weight, also has the nervous dis- 
turbances which go with the toxemia. We 
have all noted the rapidity with which 
these patients return to health and weight 
after removing such an appendix. We 
have all noted that in cases of hemor- 
rhoids or ulcerated rectum the picture is 
very much the same as in chronic appen- 
dicitis—loss of weight, general toxemic 
condition—and upon removing the irrita- 
tion the return to health and weight. Now, 
why? 

In the cases of kinked appendix, the ir- 
ritation of such an appendix causes the 
first sphincter above it (the ileo-cecal) to 
make an effort to protect the irritated 
part against the contents of the ileum— 
we have an ileo-cecal spasm, which may 
persist even as long as twenty-four hours. 
With the ileo-cecal spasm and the for- 
ward peristalsis in the ileum, we have a 
dilatation of the ileum as in an obstruc- 
tion. The pain is not in the appendix, 
but is an ileal colic. Secondarily, as in 
a bleck system on a railroad, from the 
irritation in the ileum we have a protect- 
ing pyloric spasm. Thus, from an appen- 
dix which in itself shows very little trou- 
ble, we may have a decided ileal stasis 
and a secondary stomach stasis. This 
will explain the entire condition. The 


same condition prevails from an irrita- 
tion of the intestine anywhere from the 
anal sphincter to the pylorus. There is 
unquestionably a co-ordination, under ir- 
ritation, between the ileo-cecal sphincter 
and the pylorus. Food taken into the 
stomach will cause the ‘remaining con- 
tents of the ileum to pass into the cecum 
(photo) and it will overcome the spasm of 
the ileo-cecal sphincter. We recognize 
cardia spasm. We have pylorus spasm 
due to irritation of the gall bladder. 

The toxemia, which we have from a 
delay in the stomach, in the ileum, or the 
colon, is the toxemia which gives the dull 
headaches and a general ill feeling, the 
so-called biliousness which a_ cathartic 
will relieve for the time being. Let us 
call this delay toxemia. 

Let us look at visceroptosis or splanch- 
nic paralysis from another standpoint. 
Take a patient, a young woman of seven- 
teen, who is neurotic, fairly well nour- 
ished, subject to toxic sick headaches from 
early childhood, with repeated attacks of 
soreness in the cecal region, without 
colic. We give her a bismuth meal and 
find she has visceroptosis. Her stomach 
empties on time, the small intestines emp- 
ty on time, the colon, though prolapsed, 
empties on time. The appendix is patu- 
lous. There is no stasis, and still the tox- 
emia is severe. We remove the appendix, 
straighten up a uterus which is generally 
retroverted, noting that the cecum is large 
and movable, fine veils or membranes cov- 
ering the cecum, ascending colon, and the 
terminal few inches of the ileum, and she 
is not relieved. See this patient ten years 
later. The condition has steadily pro- 
gressed until all of the viscera are piled 
down into the pelvis. She has been treated 
by every system, medical and non-medi- 
cal; she is the dread of the doctor’s of- 
fice. As Moynihan expresses it, “she is 
of attenuated form, she is querulous and 
introspective.” She has cold hands and 
cold feet; she has all the symptoms of 
profound toxemia. If we should look, 
then, at this same region, we would find 
the Jackson membranes, veils, possibly 
Lane’s kink, and the cecum and ascend- 
ing colon so distorted that it is practically 
a mass of diverticular protruding through 
these membranes. If we stop to think 
we never see these membranes except in 
this locality, and always involving the 
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same structures. The case history is char- 
acteristic, the visceroptosis is as definite 
and uniform as in any other condition 
with which we are familiar, so we must 
conclude that there is one definite etiolog- 
ical factor which is always responsible. 
Now, what could produce such a condi- 
tion? The membranes and veils are only 
nature’s effort to build stronger walls to 
protect against infection. The appendix, 
in nearly all of my cases, had been re- 
moved with no relief. 

Hertz, in 1897, described an ileo-cecal 
regurgitation. Case has, later, verified 
the finding. If we have an imperfect ileo- 
cecal valve which will not prevent regurg- 
itation, this will answer our question 
fully. Let us look at the condition which 
would then prevail. On one side of the 
cecum, which is the cesspool of the sewer- 
age system, with its contents one-half by 
weight bacteria, the other half the putred 
products of decomposition, we have peris- 
talsis and anti-peristalsis in the colon. 
On the other side we have the great eater, 
the terminal ileum, which has not the nat- 
ural defenses against bacteria. With an 
anti-peristalsis, we have a regurgitation 
into the ileum; we have a toxic poisoning 
plus a bacterial infection. The patient is 
literally feeding upon her own excreta. 
The toxemia or poison causes a splanch- 
nic paralysis, which is just as character- 
istic of this poisoning as dropped wrist 
is of lead poisoning. The bacteria are 
taken up by the lymphatics in the ileum 
and produce a peri-ileitis,involving the last 
few inches of the ileum, and a peri-co- 
litis. The infection to this patient is at- 
tenuated, and this is why the veils are 
soft. The veils below the ileum may be- 
come rotated and form a narrow band. 
which is termed a Lane’s kink. It is all 
a part of the same process, the same cause 
which gave the violent sick headaches in 
early youth, the same toxic poisoning 
which has produced the last named con- 
dition. I do not think there is any doubt 
that in all these cases the trouble is a 
congenitally imperfect ileo-cecal . valve. 
Coffey described a cecum mobile of con- 
genital origin. He is right. Dr. Morris 
suggests a taint of degeneracy. He is 
right. I have observed a mother, a daugh- 
ter and a granddaughter who have visce- 
roptosis, and there are probably other 
cases in the same family. Is it not quite 
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possible that the shape of the internal 
organs may be just as much of a family 
characteristic as the external features? 

The thickened terminal ileum for which 
Lane operates, and which he blames for 
the condition, is the end result of a chronic 
infection. It is not the cause of the trou- 
ble, but the result. It is my belief that 
if the regurgitation infection and tox- 
emia poisoning can be relieved, the 
splanchnic paralysis will recover just as 
dropped wrist recovers when the painter 
stops the source of the lead poisoning. 

I present you a picture of a case op- 
erated upon by myself one year ago. She 
had a visceroptosis, some fine veils, and an 
appendix which was patulous. In this 
case I did an ileo-ceco plasty, as de- 
scribed in my paper of 1914. I also pre- 
sent pictures demonstrating an ileo-cecal 
spasm, which is overcome by the stimu- 
lus of taking more food. In these ad- 
vanced cases we have a distorted and in- 
fected colon, a thickened terminal ileum. 
Nothing short of a right side colectomy 
will be of any avail. I have operated 
upon eleven such cases, ten of which were 
successful, showing that the operative 
mortality is not prohibitive, and when we 
consider the hopeless condition of these 
patients and the wonderful relief ob- 
tained, it would be justifiable with even a 
greater mortality. When you look at 
these two pictures you will readily see 
that you are able to recognize very nearly 
the age of the patient. 

As a differential diagnostic point, re- 
peated soreness in the right side preceded 
by toxic headaches without colic, is not 
appendicitis, but regurgitation infection. 
In appendicitis we always have the col- 
icky pains. 

In conclusion, let me emphasize that 
there is a toxemia from delay which is 
quite different in its action from the tox- 
emia of regurgitation. The toxemia and 
infection of ileo-cecal regurgitation is 
the cause of visceroptosis and the forma- 
tion of the inflammatory membranes. It 
has been pointed out by several of our 
distinguished surgeons that, though the 
viscera was much displaced, it still emp- 
tied on time. This is true of all regurgita- 
tion infections and toxemia in the ear- 
lier stages. We must look upon this as a 
progressive condition, the origin of which 
is congenital. 
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DISCUSSION. 


Dr. Louis Leroy, Memphis, Tenn.—I feel, in a 
reasure, out of place—an internist discussing a 
surgical operation—but [ feel that the biggest 
field today that requires combined study of the 
surgeon and the internist lies in this study of 
stasis and reflex obstruction, because, in the first 
place, the internist is also always the man who is 
worried to death and has been with these cases 
of a chronic nature. Four out of five, I believe, 
of our chronic neurotics, and, you might say, our 
Labitual invalids, may trace the foundation of 
their troubles to absorption occurring in the ileum 
of materials which have already left the ileum 
atd come back, or which are being held by 
either visceroptosis or other obstruction in some 
other point. 

It is simple enough to class the whole thing 
as autointoxication and think you have said it 
ali and let it go at that, but that is scarcely the 
beginning. 

In this principle of reflex association of differ- 
ent groups of sphincters we have the explanation 
of many of the ileum cases. You have, all of you, 
I am certain, operated for appendicitis on some 
chronie or semi-chronic cases and failed to get 
anything like relief in your patients. They still 
heave the digestive troubles, loss of appetite, 
cnronic grumbling pains, gaseous distention, loss 
o? weight, general mal nutrition, which follow 
in the wake of some cases. You attack the case, 
remove your appendix, and expect to get the bril- 
liant results you have gotten perhaps in many 
previous cases. In this case you will not. Why? 
Merely because there is some irritating focus at 
the region of the ileocecal valve which is re- 
flected to the pylorus, and is giving pyloric spasm 
from the other end of the intestine. Of some of 
your gastric ulcer cases the same thing is true. 
You attack a gastric ulcer from the surgical 
stendpoint, after your medical man has failed, 
and you are sure as soon as you get drainage 
your patient will be all right, but this may not 
be true. If you go further you find some of 
tnis same pathology in the ileo-cecal region, and 
kud this been corrected, even without ileo-cecal 
diainage, you would have cured the ulcer, per- 
Taps. In other words, reflex pyloric spasm, orig- 
inating in irritation in the ileo-cecal region, will 
give you that retention of acids in the stomach 
which requires but an added detail to start the 
ulcer and to maintain it. You will gain nothing 
by draining that stomach unless it has gone on 
long enough to give you absolute pyloric obstruc- 
tion or gastric dilatation. An ileo-colostomy may 
permit a relaxation of the pvlorus; you will not 
be retaining vour excess of acid. and from a 
distant location your stomach condition will im- 
prove, and without attending to that you will be 
disappointed in some of your gastro-intestinal 
work. 

The same is true in rectal conditions. 

Dr. Isidore Cohn, New Orleans, La.—I would like 
to ask the doctor a few questions. Did I under- 
stand vou. doctor, to sav that the nain von have 
in some of these cases is due to pain within the 
ileum? 

Dr. Johnson—Tleal colic. 

Dr. Cohn.—My understanding of the physiology 


of pain in the intestine is the following: I be- 
lieve a few years ago it was pretty clearly proven 
that the nerves of pain are in the parietal peri- 
toneum. If that is the case, I want the doctor to 
explain how this comes about without pressure 
ou the parietal peritoneum. The doctor told us 
alout removing these kinks and curing the pa- 
tients. What makes these kinks if there is no 
bend, no congenital membrane, no inflammatory 
process, thickening of walls or interference with 
the lumen of this intestine? 

The doctor also said if there was any one here 
who had ever seen congenital membranes with- 
cut visceroptosis to holler, or visceroptosis with- 
cut congenital membranes, to holler loud. I. 
have seen both, and some of these congenital 
pericolic membranes seem to act very much in 
tlie same way as the ligament of the liver, pre- 
venting ptosis instead of causing ptosis. The 
coctor also said if these things were there not 
to touch them at all. Sometimes if they are not 
dving harm it is a good thing not to touch them, 
but if the patient has them and there is not any 
other pathology to explain the condition proba- 
Liy touching them a little bit will help the pa- 
tent. 


Dr. J. S. Ullman, Natchez, Miss.—-I have seen 
some cases of Jackson’s membrane where there 
was no ptosis. 


Dr. A. B. Small, Dallas, Texas.—I shall not de- 
tain you long. I am fully aware of the objec- 
ticnable features to presenting pathological speci- 
mens away from a laboratory; but I am going to 
beg your indulgence, since I have a very unusual 
specimen in connection with a most interesting 
case. 

Patient L. F., thirty-two years of age, young 
farmer from near Blooming Grove, Texas, came 
into my service one week ago accompanied by 
one of his neighbors, who informed us that he 
was a hopeless epileptic. 

The patient, who is thin, of a bad color and 
inclined to be melancholy, stated that his local 
physicians had informed him that there had been 
some favorable reports in the literature follow- 
ing an intestinal operation in epilepsy; and that 
he wished to take the operation if it offered any 
hope of a cure; if not, he thought he might as 
well take a shotgun. 

The history of the case is, briefly, as follows: 
Constipated since he could remember; at the age 
of fourteen he began having spells of uncon- 
sciousness every few months, the attacks increas- 
ing in severity as the years went by, and the last 
four years they have been violent, coming on 
every ten days to two weeks, when he would 
have from one to twenty convulsions in twenty- 
four hours. 

The attacks were invariably accompanied by a 
soreness in the abdomen which persisted until 
the bowels could be well emptied, an undertak- 
ing which at times proved very difficult. I 
frankly told him that I would not promise a cure 
in his case, but that I would assume the responsi- 
bility of the oneration per se, and that I thought 
he could be benefited. He agreed to become a 
clinic for the Southern Medical Association. so 
that anv member of this societv who eared to 
do so might follow up the results of the operation 
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in the future. So this morning at the Baptist 
Sanitarium, in the presence of some of you whom 
I beguiled, we opened his abdomen to find a well 
marked developmental error. 

‘he cecum and ascending colon in its descent 
from the subhepatic position in embryo had failed 
to fuse with the retro-peritoneum, a _ condition 
designated by Wilms as “Cecum Mobile,” an 
error not so infrequent; but here the condition 
is complicated by having the terminal end of the 
ileum adherent to the retro-peritoneum at a point 
over the psoas muscle, where the cecum is 
shelved following a normal fusion and rotation, 
thus preventing the ileum from entering the ce- 
cum at right angles with the body from the 
left. The stricture caused by this strained posi- 
tion can readily be seen when I hold the specimen 
up thus. It.is about five inches removed from 
the ileo-cecal valve, where the ileum enters the 
cecum at right angles with the body antero- 
posteriorly. 

The caliber of this structure is about the size 
of a small lead pencil and was entirely covered 
over by the cecum. Just at this point, about 
eight inches from the ileo-cecal valve, may be 
seen a denuded area on the ileum. This is the 
point of origin of an ileo-pelvic band (Lane’s 
kink), the attachment of which was found on 
the pelvic floor. This structure makes tension 
across the mesentary, drawing a segment of the 
ileum into a V shape. 

Still farther removed from the valve and in- 
cluding all of that portion of the ileum which 
was resected, is a dilatation due to damming 
back of the ileal flow by these two breakers 
shown so clearly in this specimen; one an in- 
testinal congenital deformity, the other a defi- 
nite mechanical obstructive band. The _ two. 
combined, have played havoc with this poor fel- 
low’s life, rendering him a recluse. 

The operation done consists of the resection of 
about fourteen inches of the ileum, the cecum 
and ascending colon, and the proximal end of 
the transverse colon over to the middle colic 
artery. The resection being circumvented by an 
end to lateral anastomosis of the ileum with the 
lower loop of the pelvic colon. I am not pre- 
pared to say just what effect this operation will 
have on the convulsions in this case, but my 
opinion is the evil spirits have been cast out of 
the man by a proper drainage of the alimentary 
canal. Whether this will prove true or not, I 
shall be glad to keep you posted as to results 
through the columns of the Southern Medical 
Journal. 

Dr. Johnson Closes.—I asked the question if 
any one had seen a case of Jackson membranes 
or inflammatory veils without a _ visceroptosis. 
I heard an affirmative answer from Dr. Cohn and 
another. Seeing a case of membranes at the 
time of an operation would signify nothing if not 
previously examined with a fluoroscope in the 
vertical position. When I made the assertion 
that I had not seen such cases, I meant where I 
had made fluoroscovic examinations. 

Dr. Cohn asked if I made the statement that 
a perfectly normal appendix would excite an 
ileocecal spasm. I made no such statement, but 
stated that an annendix which was kinked or ad- 
herent and showed none of the outward evi- 
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dences of present inflammation will cause an 
ileocecal spasm. It is such an appendix which 
gives rise to the secondary stomach symptoms. 
In our limited time we can not go into the eti- 
ology of a kinked appendix. 

I wish to show some skiagraphs illustrating an 
ileocecal spasm: 


No. 1 shows the bismuth meal at the end of 
ten hours in the terminal loops of the ileum (the 
ileum should be emptied in nine hours). At that 
time he was given a full meal. No. 2 was taken 
forty minutes later, showing all of the bismuth 
in the cecum and first part of colon. When food 
is taken into the stomach the normal ileocecal 


No. 1. 
Bismuth Meal 8 a. m. X-Ray 6 p. m., 10 Hours 
After. 


No. 2. 
Eismuth Meal 8 a.m. X-Ray 6:40 p. m., 10 Hours 
and 40 Minutes. 
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No. 3. 
Twenty-four Hours. 


valve allows the contents of the terminal ileum 
to pass and in case of ileocecal spasm the spasm 
will be overcome by the same stimulus. Picture 
No. 3 shows the retrocecal appendix which was 
causing the trouble. 


Let us remember that incising the intestines 
or peritoneum does not cause pain; that the 
pulling upon it causes intense pain. Also remem- 
ber that the colicky pains in chronic appendicitis 
are not in the appendix, but are from the ileum 
dilating above an ileocecal spasm, thus causing 
an ileal colic. I think this explanation will prove 
to be true in the greater number of cases of 
chronic appendicitis. 


PROTECTION AND CLOSURE OF IN- 
CISIONS.* 


By R. M. HARBIN, A.B., M.D., F.A.C.S., 
Rome, Ga. 


Modern surgical technique has well 
nigh eliminated the question of mortality 
in elective operations, but surgical pro- 
cedure, as frequently observed, has not 
reduced the period of morbidity to the ex- 
tent in many cases that greater care and 
study would suffice to relieve, and from 
the standpoint of a spectator many of 
the larger clinics seem to ignore these ap- 
parently minor considerations, while de- 
layed convalescence becomes of major 
importance to the patients: yet the out- 
come’ in the end being a satisfactory re- 
sult. Haggard reports a death after an 
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interval operation of appendectomy from 
skin contamination. (Southern Medical 
Journal, November, 1915.) 

With this apology I would like to offer 
a few remarks from a clinical standpoint. 
In the average patient, after complete 
sterilization of gloves and instruments, 
the adjustment of face masks, etc., the 
successful issue of a surgical wound de- 
pends on (a) protection from skin infec- 
tion, (b) thorough hemostasis, (c) ap- 
proximation of tissues without tension or 
strangulation. 

(a) It is manifestly impossible to 
sterilize absolutely any exposed part of a 
living organism without damage to the 
tissues. While not attempting a technical 
review of the question of value of the 
various methods of sterilization of the 
skin, it is probable that iodine furnishes 
a greater degree of sterilization than any 
other method, but a consensus of opinion 
admits that there is an element of danger 
from infection after this method, and any 
antiseptic sufficiently strong to sterilize 
the skin would produce contact damage to 
the intestines. 

In the absence of an ideal method of 
sterilization of the skin, our energies 
should be expended towards obviating 
whatever dangers that may lurk after the 
usual metheds of asepsis have been prac- 
ticed. 

Common observation warrants the 
statement that the ordinary protective 
measures by towels and hooks start off 
well, but usually break down before the 
completion of operations attended by te- 
dious manipulations. 

In view of this observation and experi- 
ence we have devised a method by using 
ten or twelve safety pin towel hooks 
strung on two pieces of tape about two 
feet long for each side, and these hooks 
at short intervals anchor a single or 
double fold towels over the edges of skin 
and prevents not only skin contact, but 
protects the underlying fat from the trau- 
ma of manipulations. Fat having scant 
vascularity is very liable to necrosis and 
infection and should receive careful pro- 
tection, especially in long incisions. The 
towel may be folded in the middle and 
anchored so as to conceal these hooks by 
having an assistant grasp edges of in- 
cision with a towel and then transfix the 
towel and skin with hooks. Then the 
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towel may he folded back and the cut 
edges of skin should remain invisible 
throughout the operation. 

During the usual manipulations these 
pins, having rounded outlines and single 
hooks, may oe rotated almost in any di- 
rection without becoming detached or 
causing any injury, and will not interfere 
with the use of retractors or manipula- 
tions with the whole hand in abdomen, 
which is not true of hooks having long han- 
dles. After some experimentation M. 
Wocher & Son Co., Cincinnati, made these 
hooks for me. (See Figs. 1 and 2.) 


= 
‘FIG. 1—SAFETY PIN TOWEL HooK 


It is well to discard the first scalpel 
after completing the skin incision. It is 
hardly excusable for a surgeon to punc- 
ture his gloves in routine work, but should 
such an accident occur, a relay of gloves 
should be on hand with a repetition of 
the process of hand disinfection. 

The above znethod of protection may be 
applied in one or two minutes so as to 
make a complete coffer dam that should 
hold and not interfere with ordinary ma- 
nipulations. 

(b) Thorough hemostasis has been re- 
ferred to as one earmark of a master sur- 
geon because extended experience proves 
its importance in the prompt healing of 
wounds. Every bleeding point should be 
clamped and tied immediately or later as 
expedient. It is a mistake to assume that 
a small vessel will not subsequently bleed 
because it fails to appear after removal 
of the forceps, because when blood pres- 
sure returns to normal these bleeding 
points start afresh. The cat gut used for 
these small vessels should be fine and tied 
in single knots. 

(c) There ere two cardinal errors to 
be avoided in closing incisions, viz: 
Elimination of dead space and the preven- 
tion of tension and strangulation of tis- 
sues, and no routine technique will in 
every case avoid these alternate dangers, 
and we observe that many leading sur- 
geons undergo perennial changes in their 
methods of closure. We would conclude 


that there is no one method that should 
be applied to all cases, but by bearing in 
mind these two dangers individual indi- 
cations may be met. 

Dead space is more liable to occur in 
thin, flaccid, or else in thick, rigid ab- 
dominal walls and may occur secondarily 
from recession of edges of layers because 
of straining at vomiting, etc., and for this 
class of cases a few extra-peritoneal 
through and through stay sutures of silk- 
worm gut would be indicated, or else a 
figure of 8 suture of the same material 
may be made to include the edges of the 
sheaths of the recti muscle with a liberal 
face-to-face approximation with mattress 
sutures of chromic cat gut, which pro- 
motes capillary drainage of pent-up se- 
rum. This latter is more applicable to 
cases of thin abdominal walls, while the 
former is more suited to thick layers of 
fat, being careful to reduce tension of 
sutures as thickness of fat increases. 


It is needless to urge that the trouble 
of pain and the danger of post-operative 
adhesions may follow the use of through- 
and-through sutures, including the peri- 
toneum. Deep sutures when infected pro- 
duce a more extensive phlegmon. 


Any constriction or tension of the peri- 
toneum is usually followed by pain, but 
where such is unavoidable I have prac- 
ticed at the close of operation infiltrating 
a quinine and urea hydrochlorate solution 
as in puncturing the peritoneum in an- 
choring the round ligaments to the fas- 
ciae of the recti muscles. Closure of the 
peritoneum by a continuous cat gut su- 
ture with a liberal face-to-face approxi- 
matives causes little pain. Of course in 
a great many cases intra-abdominal pres- 
sure is sufficient to eliminate dead space. 
Cat gut, when depended on alone where 
there is tension, is not reliable, as it be- 
comes soft in a short while and loses its 
tensile strength, but its non-irritation 
qualities make it an invaluable supple- 
ment. 


Kangaroo tendon insures approxima- 
tion for a greater length of time and has 
a certain amount of irritating qualities, 
but not to the extent of becoming actually 
offending. This is evidenced by a straw 
colored fluid which exudes about the 
eighth day, yet the wound may heal 
finally without further trouble. A wound 


ue 
| & 
4 
| f 
A 
i. 
} 
j 


350 SOUTHERN MEDICAL JOURNAL 


may actually suppurate without separa- 
tion of the layers in the presence of this 
tendon, which finally becomes organized. 

The troubles following malapposition 
of layers do not show up until about the 
eighth day ard are evidenced by a dis- 
charge of blocdy serum which does not 
necessarily become purulent and a sec- 
ondary union may prove to be sufficient. 


There is an art in the approximation of 
edges of skin that is difficult to attain, 
because the line of union should allow 
capillarity without forming any dead 
space from tie accumulation of serum. 
For this reason I have discarded air-tight 
closures by metal clips, sub-cuticular 


hindrance to wound repair, especially in 
fat cases. The difficulty of avoidance of 
tension in the approximation of layers of 
old ventral hernia is at times almost in- 
superable, dut by patient dissection and 
separation of iayers, tension may be to a 
great extent avoided. 


The problem of wound repair of fat tis- 
sue is one of peculiar difficulty because of 
secant vascularity with consequent ten- 
dency to necrosis and infection. For this 
reason deep sutures that include much 
fat are likely to cause necrosis, and the 
pressure caused by a blood clot may have 
the same effect. 


When excessive, redundant portions of 
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stitch, continuous suture, etc. There 
should be liberal spaces between _inter- 
rupted sutures, preferably of silkworm, 
so as to allow the edges of skin to fall 
together and at the same time admit of 
capillary drainage. This last row of su- 
tures may be passed from within out and 
be made to include a moderate section of 
skin and tied loosely with three knots. 
After closure the incision should be 
brushed with half strength iodine and 
pressure pads of gauze be applied external 
to the incision and then dressed in the 
usual way. The perforated adhesive plas- 
ter bandage is more comfortable than the 
plain, especially in warm weather, and 
will not so likely cause dermatitis. 


Tissue necrosis from tension and stran- 
gulation at times offers quite a serious 


fat should be cut away, leaving surfaces 
fitted for exact approximation, and I have 
found that a method of suturing with a 
round needle threaded with fine cat gut, 
similar to the right angle suture method 
of Cushing, a very satisfactory way of 
approximation without constriction, mak- 
ing the first and last knots slack. 

ScARS.—The importance of a good scar 
is stressed in fat cases, because of gravity 
tension, and it is desirable for that rea- 
son that the skin scar not to be adherent 
to the line of union of the muscular lay- 
ers, which wculd not be weakened by 
traction when in the upright position. 
Any subsequent sensations of stinging 
pains in scars indicates the first stage of 
development of hernia. 
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AFTER-TREATMENT OF ABDOMI- 
NAL OPERATIONS.* 


By Louis ABRAMSON, M.D., F.A.C.S. 
Surgeon in Charge North Louisiana Sani- 
tarium; Visiting Surgeon Shreve- 
port Charity Hospital 
Shreveport, La. 


Careful attention to the details of after- 
treatment of abdominal operations will 
not only leave a better impression in the 
patient’s mind, but will also tend to elim- 
inate some of the preventable disasters of 
*surgery. As Todd well says, the pa- 
tient’s “impressions of modern surgery 
will be derived partly from the ultimate 
result of the operation, but chiefly from 
the way in which the after-treatment is 
carried out by the surgeon and all his 
associates.” The main purpose of this 
paper is to stimulate an interest in this 
important phase of surgical practice. 

Operative technic is taught fully in the 
surgical clinics and in surgical writings, 
and while pages are spent in describing 
the work in the operating room, but a 
few lines are sufficient to explain all the 
details of the after-treatment. One of 
the golden rules of the post-operative 
treatment is not to do too much, but what 
is to be done should be done at the right 
time and in the right manner. Like all 
other branches of surgery, it can not be 
acquired from text-books or lectures, but 
must be learned at the bedside; therefore, 
the surgeon who is the most assiduous in 
his attention to his patient and who is a 
careful observer, will acquire a greater 
skill in this branch of his profession and 
will achieve a greater number of recov- 
eries, and will obtain the affection of his 
patients, although otherwise he may be 
less skillful than others. 

The after-treatment of abdominal op- 
erations may be conveniently grouped un- 
der seven heads, as follows: 

. Stimulation. 

- Relief of pain. 

Food. 

. Cathartics. 

. Position. 

. Removal of stitches. 
. Complications. 
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1. STIMULATION.—If the operation has 
not been unduly prolonged and the pa- 
tient’s condition is good, no stimulation 
is required. The routine administration 
of such drugs as strychnine and digitalis 
is to be condemned. If anything is good 
as a routine practice, it is the adminis- 
tration of a pint of either hot normal 
salt solution or the same quantity of hot 
tap water given by enema; this, if nec- 
essary, is to be repeated in three or four 
hours. This procedure lessens thirst, 
helps flush out the system and assists in 
the elimination of the anesthetic. How- 
ever, no routine treatment should be 
adopted either in the administration of 
stimulants or in any part of post-opera- 
tive treatment, but every patient should 
be treated fairly and squarely on his con- 
dition and the symptoms presented. 

2. RELIEF OF PAIN.—This, perhaps, 
should be the first indication. As soon 
as the patient begins to recover from the 
ether and begins to toss about or com- 
plains of pain, an 14 or 14 grain of mor- 
phine sulphate should be given by needle; 
this‘is to be repeated in from four to six 
hours if required, and if the operation 
has been done in the morning, if neces- 
sary the morphine should be repeated at 
night in order to secure a good night’s 
rest for the patient. After the first 
twenty-four hours, if the pain and dis- 
comfort persist and the vomiting has 
ceased, aspirin 5 grains given every four 
to six hours seems to have some anodyne 
effect and in the ordinary case will do no 
harm. On the second night a supposi- 
tory of veronal 15 grains will usually 
quiet the patient and put him to sleep. 
This is one drug that seems to have a 
better effect when given by the rectum 
than when administered by the mouth. 
However, if this fails to have the desired 
effect 1-12 to 1-6 of heroin should be 
given. 

Since pain for some hours after abdom- 
inal operations is largely caused by rough 
manipulation and too severe retraction, 
a proper operative technic will avoid much 
pain, but can not prevent all of it. For 
if a simple incision in the finger, made 
accidentally, will cause pain for hours, 
why should not a much larger incision in 
the abdominal wall cause pain from the 
incision alone? 

Since the introduction of Crile’s Anoci- 
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association pain after operation has been 
considerably reduced, but the method in 
my hands has not always been successful; 
and some persons’ susceptibility to pain 
is so much greater than others that a 
small amount of pain will cause a great 
deal of discomfort, more, perhaps, after 
an abdominal operation than any other 
condition. 

3. FooD.—As soon as the patient re- 
covers from the anesthetic, if nausea is 
not too persistent, water is given and but 
little more for the first twenty-four 
hours, although there is no rigid rule in 
this regard. Often it is well to follow a 
patient’s inclination in regard to nourish- 
ment, and liquid nourishment desired 
may be given in the first twelve hours 
after operation, provided the stomach 
has not been operated on or a resection of 
the intestines done. It is to be borne in 
mind that intestinal wounds are _ sup- 
ported for the first three days by the su- 
tures; on the third to the fifth day, which 
is the weakest time, the sutures loosen 
somewhat and the parts are held together 
by a weak union; from the fifth day on 
the union is firmer, until by the ninth 
day it is complete. After the first twenty- 
four hours liquid nourishment is com- 
menced; soft diet given after thirty-six 
hours, after which the food is increased 
each day until soon the patient is upon a 
normal diet. 

4. CATHARTICS.—The bowels should be 
moved daily by an enema of soapsuds and 
water; on the third day a high enema 
of glycerine, spirits of turpentine, Epsom 
salts and water is given, which usually 
gives a satisfactory result; if the symp- 
toms are good no purge is given until the 
third or fourth day, or even later. A dose 
of magnesia sulphate sufficiently large to 
produce two or three watery actions is 
usually sufficient. 

In those cases in which drainage has 
been used it is sometimes advisable to 
wait longer before giving a purgative. 

5. recumbent position 
for the first few hours, after which the 
patient should be propped up in bed or 
the head of the bed elevated. I have 
found this to be an excellent practice even 
where there is no drainage. When the 
patient persistently refuses to be propped 
up, his position should be changed at few 
hours intervals by the nurse. After all 


operations upon the upper abdomen, if 
the patient is placed in semi-sitting posi- 
tion, a much smoother after course will 
be seen than if the patient is allowed to 
remain flat. 

6. REMOVAL OF STITCHES.—The dress- 
ing is not disturbed until the ninth day, 
when the stitches are removed and the pa- 
tient is gotten out of bed and he is al- 
lowed to leave the hospital between the 
tenth and fourteenth day. 

7. COMPLICATIONS.—Given a clean lap- 
arotomy in which no operation has been 
done upon the intestinal canal and in 
which the patient has been properly pre- 
pared and the wound has been properly 
made and sutured, the after course should 
be as uneventful as an operation upon 
any other part of the body. Vomiting, 
the most common complication, can often 
be prevented by proper attention to the 
anaesthetic. Most of the remedies used for 
this condition are useless. The mild form 
passes off in a few hours; when it does 
not, gastric lavage is the one expedient 
that gives the most success. 

Distention is still a frequent complica- 
tion of laparotomy. An efficient prepara- 
tion and correct and rapid work in the 
operation will prevent much of it. In 
such cases where it does occur it is care- 
fully watched and is relieved by enemata 
before distention has occurred. Several 
drugs may be used to advantage. Eserine 
sulphate given hypodermically in 1-50th 
grain doses, repeated every four hours, 
seems to have decided and direct results 
in stimulating peristaltic action of the 
bowels. Pituitary extract in 1% solution 
doses sometimes gives excellent results. 
An alum enema consisting of 1 quart of 
water in which a tablespoonful of alum 
has been dissolved will succeed in bring- 
ing away the gas unless paresis is com- 
plete or an obstruction exists. 

‘s Shock is treated as in any other condi- 
ion. 

Nephritis and pneumonia are rarely 
met with and may be avoided in most 
cases by proper attention. 

If the patient has lost a large amount 
of blood or is anemic from long sickness 
he has to be watched very carefully, for 
these are the cases in which most com- 
plications occur and in which healing is 
delayed. 

A catheter should not be used in most 
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cases for about thirty hours after opera- 
tion; and the patient as a rule will regain 
use of the bladder within that time. 
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DISCUSSION. 

Dr. Thos. Ragan, Shreveport, La.—I thoroughly 
approve the treatment suggested by Dr. Abram- 
son. After a complete operation the patient 
needs only to be let alone. 

I would call your attention to some points ap- 
Plicable not alone to surgical, but to medical 
cases as well. The onset of certain surgical dis- 


eases and accidents, such as appendicitis, gun- 
shot wounds of the abdomen, etc., suddenly in- 
terrupt normal metabolism. The intake of food 
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ceases, yet while life lasts there is an irreduc- 
ible minimum of energy which must be found 
to carry on the vital physiologic processes. 

The stored-up glycogen can do this for a short 
time only—less than forty-eight hours. After 
that the body tissues are oxidized to furnish the 
fuel. The total energy needs of the body can 
not come from this source without leaving cer- 
tain poisonous by-products that circulate as acids 
in the blood. Alkaline glucose solution in the . 
bowel saves the tissues from oxidation and adds 
the fuel needed for physiologic purposes. Glu- 
cose should be administered by the method of 
Murphy when food has been preyiously withheld, 
or in the many conditions when it can not be 
given after operation. 

Glucose intravenously is second only to trans- 
fused blood as a stimulant, and is available when 
blood transfusion might not be. 

This simple means of adding tissue-saving fuel 
is too little appreciated. It should be remem- 
bered as having a value in surgical practice along 
with the Fowler-Murphy treatment. 

Dr. Southgate Leigh, Norfolk, Va.—I wish to 
bring up one point that has been mentioned al- 
ready, and I would like to see this Section take 
it up, discuss it briefly and put themselves on 
record, and that is the question of allowing pa- 
tients to leave the hospital too early. Gentle- 
men, it is causing the surgeons more trouble 
today than anything I know of. I person- 
ally believe that no laparotomy case, how- 
ever slight, should be allowed to leave the 
hospital under fourteen days. If possible, and 
you gentlemen agree with me, I would like to see 
a resolution passed making a minimum time. I 
do not think we ought to criticise the men who 
are allowing patients to go home early and criti- 
cise their motive, but I do say it is causing 
trouble in two ways. The patients who go home 
at any time under fourteen days are having 
trouble; and, in the second place, they are caus- 
ing the rest of us trouble, because, as was men- 
tioned this morning, they are making a bad im- 
pression on the public. 

* think it is a very important matter and that 
we ought to consider it thoroughly, and I hope 
that you gentlemen will feel it proper to put 
this Section on record as to a minimum time. 

Dr. F. G. DuBose, Selma, Ala.—In reference to 
the post-operative pain I wish to give you some- 
thing which was handed to me by Dr. L. L. Hill, 
of Montgomery, some years ago in regard to the 
administration of morphine: 


15 grains Aspirin. 

% oz. Whiskey. 

Water of sufficient quantity to 
make 8 oz. 


As a stimulant during the course of operation, 
I wish to emphasize again the use of distilled 
water. It is better than normal saline. It is 
absorbed more rapidly and prevents more quickly 
the drying out of the tissues. Then, afterwards, 
intravenously, soda and glucose solution afford 
the best heart stimulant and the best energizing 
nutrient at hand. Any one who knows pharma- 
cology will not use atropine, morphine and pitiu- 
trin as they are indicated. 

For moving the bowels on the second, third or 
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fourth day nothing is equal to equal quantities of 
milk and molasses as an enema. It is the best 
and safest purgative known. I would warn 
against too early an administration of purgatives 
by the mouth; they are trouble-makers and serve 
very seldom a good purpose. 

Dr. Harris, Waco, Texas.—One of the first 
things is to take care of the liquids. The ma- 
jority of our patients have an insufficient amount 
of liquids when they go on the table, and if we 
are not careful they will continue that way. My 
method is to give them by mouth as soon as they 
can take them. I believe one of the first things 
is post-operative liquids, and they take it the first 
time and then vomit and go on, then, and take 
the liquids. I believe if we will use liquids more 
our patients will do better. ; 

We should keep our patients as comfortable as 
possible every way, and every man who has ever 
had his abdomen opened and had a line of sutures 
knows that they often become exhausted from 
lack of sleep and proper rest, and as much rest 
as possible is very essential. 

As to purgatives, I think we have all been al- 
most criminal in them: in the too early and too 
anxious administration of purgatives. Often it is 
not only a bad practice, but injurious to our pa- 
tients. Frequently a stomach lavage and an en- 
ema is all that is necessary to relieve pain, and 
often have I seen vomiting and increasing pe- 
ristalsis, etc., by giving a purgative. 


Dr. Abramson Closes.—Mr. President, the time 
is late, so I will not take up any more time. I 
thank the gentlemen for their discussion. 


THE PRESENT STATUS OF THE OP- 
ERATION OF GASTRO- 
JEJUNOSTOMY.* 


By A. L. BLESH, M.D., F.A.C.S. 
Chief of Staff and Chief Surgeon Wesley 
Hospital; Associate Professor and 
Clinical Professor of Surgery Med- 
ical Department University of 
Oklahoma 


Oklahoma City, Okla. 


The operation of gastro-jejynostomy 
has now been practiced long enough that 
it has perspective — that is, we can fix 
values approximately correct. In its 
evolution the usual swing of enthusiasm 
attending the introduction of all proced- 
ures of value has been unusually pro- 
nounced, carrying it far beyond legiti- 
mate bounds. Twenty-five years ago 
everybody who essayed surgery at all was 
removing normal ovaries for all kinds of 
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real and imaginary troubles. Less than 
ten years ago the same condition obtained 
with respect to the operation under pres- 
ent consideration. We were seeing ulcers 
in every irregularity of the overlaying se- 
rous membrane. Embarrassing sequellae 
due to imperfect technique, faulty diag- 
nosis, etc., were bound to, and did follow, 
and demand pause. 

The writer was much impressed with a 
recent utterance of W. J. Mayo, made in 
one of J. B. Murphy’s recent clinics: “One 
of the reasons for the bad results which 
often follow the operation of gastro- 
jejunostomy is that the patient did not 
have the ulcer, but did have the ‘opera- 
tion.” The results of gastro-jejunostomy 
when performed in a technically correct 
manner, and in order to meet the indica- 
tions of a correct diagnosis, were so bril- 
liant that it was soon being applied by 
operators everywhere to every patient 
complaining of digestive disturbances. 
Chronic appendices, gall bladders and pel- 
vic lesions, each of which had in turn suf- 
fered the “furor operativa,” were over- 
looked in the mad scramble to do this 
new cure-all. Very human men_ study 
medicine and eventually evolve or retro- 
gress, as suits your point of view, into 
surgeons, some very quickly, overnight, as 
it were, others by a more tedious though 
perhaps safer and surer route. There is 
no hocus-pocus or mysterious alchemy by 
which human nature is changed the in- 
stant the M.D. is acquired. 

Practically all the failures in the op- 
eration may be based upon those things 
having to do with the operation itself on 
the one hand, or in dealing with diagnostic 
errors on the other. 

I. THE OPERATION ITSELF. 

It is now well settled that certain defi- 
nite principles must be followed, not only 
in order to secure good results, but also 
often to escape direful sequellae. 


(a) The posterior loopless is the operation of 
choice. 

(b) The implantation is to be made as near the 
pylorus as is consistent with conditions. 

(c) The operation by itself is at times inade- 
quate to meet the indications which may ex- 
ist, and in such instances must be associated 
with some other plastic procedure. 

(d) The operation must be made technically in 
such a manner that no obstructive folds or 
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jejunal kinks occur, either proximal or dis- 
tal, to the anastomosis. 

(e) Non-absorbable sutures are not permissible 
for the inner row (W. J. Mayo). 


The unfavorable results following may 
be briefly summarized as (1) immediate 
and (2) remote. The former are often 
tragedies. 

The dreaded so-called “vicious circle’ 
may exhaust the patient by slow starva- 
tion. Bile regurgitation may overwhelm. 
Hemorrhage is frequent enough to be a 
source of anxiety during the first twenty- 
four hours after operation. In something 
over two hundred operations I have had 
to re-operate once for this accident. Let 
it be understood that this is not the only 
post-operative hemorrhage I have had in 
this operation, but the only one so grave 
as to require re-operation. 

A properly performed posterior loopless 
operation has vanquished practically all 
of the immediate dangers mentioned ex- 
cept hemorrhage. This by any stitch yet 
devised is still frequent enough to be 
feared. With the inner row of the lock 
or button-hole variety, if placed carefully 
to surely include all the coats, the poste- 
rior line is not likely to cause us trouble. 
The writer depends on this stitch in a 
most wide variety of operations for hemo- 
stasis as well as coapntation with great 
satisfaction. In placing this stitch, my 
rule is that the distance between each 
shall just equal the entire thickness of 
all the coats through which it passes. No. 
0 formalized gut is the suture of choice 
for this row. But this stitch is not av- 
plicable to the anterior row. The “in- 
out-over” of C. H. Mayo, while the best 
stitch so far devised for this row. is far 
from perfect from the standpoint of hemo- 
stasis. In its application the “bight”? must 
not be too large. In the only case I re- 
ovened for hemorrhage I found it along 
this line. Since then I have made it a 
point in technique to secure all recooniz- 
able vessels leading to this line with an 
extra ligature outside the suture line and 
always to loosen the foreevs so 2s to reveal 
bleeding points before placing the sutures. 
Since paying attention to these details, 
this embarrassing and dangerous compli- 
cation has been absent in my work. 

_ Monyham lays vreat stress unon lay- 
ing the bowel with its long axis trans- 


verse to the long axis of the stomach. 
Mayo places it obliquely from right to left. 
It would appear that that positioning 
would be best which more nearly corre- 
sponds to the natural relation the viscera 
bear to each other when at rest. This 
differs within limits in each case. Spe- 
cifically the relative position for each case 
can be readily ascertained by lifting the 
transverse colon and inspecting the bowel 
before lifting it. Any application outside 
of this favors kinking and angulation and 
consequent bile regurgitation and gastric 
stasis. 

The anastomosis should be made as 
near the pylorus as is consistent with the 
nature of the case, for the reason that the 
fundus is relatively weak in peristalsis 
and functions as a reservoir while the 
pylorus has a powerful musculature and 
acts as a mixer ejecting its contents in 
jets. Hartman* has shown that an open- 
ing placed in the fundus tends to early 
spontaneous closure, while one in or near 
the pylorus persists and functions well 
with or without pyloric occlusion. 

Probably herein lies the reason for 
many failures. Probably here, too, lies 
the infiuence that has set so many able 
surgeons to the task of finding a means 
of pyloric occlusion that would not add 
materially to the danger of the operation. 
The brilliant results so often following 
the operation in cicatricial pyloric steno- 
sis gave an added zest to the search. The 
great name of Von Eiselsberg has thrown 
a glamour over the procedure. I, with 
many others, adopted for a time this al- 
luring device, but was bitterly disappoint- . 
ed in the result. 

Pyloric occlusions acted as a shield to 
the operator when these disappointed pa- 
tients afterwards fell into the hands of 
another surgeon. As Mayo very tritely 
says, the surgeon “proved his alibi in ad- 
vance” so far as the later demonstration 
of ulcer was concerned. 

Simple gastro-jejunostomy is at times 
inadequate to deal with the pathology 
present. Even thouch we may believe 
with Patterson that the benefit is largely 
chemical and due to the alkalinization of 
the hyper-acid contents of the ulcerated 
stomach, or with Charles Mavo that the 
benefit is largely a matter of drainage, 


*Archives des Maladies de |’ App. Digestif. 
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the fact remains none the less true. In 
duodenal ulcer experience teaches that a 
technically correct gastro-jejunostomy 
without any sort of pyloric exclusion is 
an almost ideal procedure, but an ulcer, a 
demonstrable ulcer, is necessary to insure 
this success. When we come to the loca- 
tion of the ulcer it may be said that the 
success of the operation is proportioned 
to the nearness of the ulcer to the pylorus. 
In many of the cases the operation is sup- 
plementary to a resection, aside from the 
question of carcinoma. 

W. H. Mayo has most emphatically 
called attention to the proneness of non- 
absorbable sutures when used in the in- 
ner row to dangle in the bowel lumen for 
months and cause secondary jejunal ul- 
cers often referred to as peptic. Aside 
from his great experience, the fact that 
the condition was demonstrated in re- 
operations gives this statement all the 
weight of authority. 


II. DIAGNOSTIC ERRORS. 


Notwithstanding the positive state- 
ments of experienced surgeons to the con- 
trary, and notwithstanding laboratory 
and X-ray, in the main my experience 
bears me out in the statement that the 
only absolutely dependable diagnosis of 
ulcer is made on the operating table. Even 
with the abdomen open, many errors have 
been made both ways, i. e., diagnosing an 
ulcer when such did not exist, and the 
contrary. 

The persistent hyperchlorhydria upon 
which Monyham lays such stress may 
exist as a symptom of a chronic appendi- 
citis in the absence of ulcer and be at once 
and permanently relieved by a simple ap- 
pendectomy, as I have often proved at 
the operating table. The mimicry of ul- 
cer by gall bladder, appendix and pelvic 
conditions is familiar to every experi- 
enced surgeon. Oftentimes, too,. unless 
there is marked induration about an ul- 
cer, it can not be diagnosed by the sense 
of touch from a lower incision. Direct 
inspection is our most reliable means. At 
the present time, if inspection and palpa- 
tion leave me still in doubt, I do not hesi- 
tate to lay the organ open freely to insnect 
from the mucous membrane side. It is 


just this difficulty of diagnosis in a cer- 
tain percentage of cases that has led to 
so many failures in the operation of gas- 
tro-jejunostomy, “the patient did not have © 
the ulcer, but did have the operation.” 
Many a patient has had a gastro-jejunos- 
tomy done for an intestinal stasis, a 
chronic appendix, etc. Oftentimes the 
converse is true. 

I am not assuming the role of “accus- 
ing angel,” for I, too, have erred. I am 
pleading for the exercise of greater care, 
for the bravery that will close an abdo- 
men without doing anything when the in- 
dication to do something is not clear. 
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The Modern Treatment of Burns. By T. J. Tuder, 
Keokee, Va. International Journal of Surgery. 
Fire-proofing the clothing of children, flimsy 

draperies used in pageants, carnivals, receptions, 

etc., after method recently introduced by Dr. 

Charles F. Pabst, Brooklyn, by adding one pound 

of ammonium phosphate to one gallon cold water 

and soaking the fabric in this for five minutes is 
an important step in prophylaxis, as is also cam- 
paign against universal open grate. 

Shock of severe burns demands first attention 
by usual methods, and if area not already sterile 
from infliction of burn, cleanse with normal sa- 
line, hydrogen peroxide, or if very dirty with ben- 
zine followed by alcohol. 

Carron oil is a filthy old-time dressing now out 
of date. 

Various ointments still popular, ichthyol and 
boric ointments representing the best, but all oint- 
ments are frequently far from aseptic, macerate 
tissues and facilitate germ growth, or if antisep- 
tics be incorporated in them in sufficient strength 
to prevent this, epidermatization is interfered 
with. 

Solution of bicarbonate of soda, normal saline, 
and saturated aqueous solution picric acid are the 
best moist dressings, and paste made by adding 
boiled water to sodium bicarbonate ever available 
home remedy which should replace filthy salves 
and oils now so commonly used. 

Open air treatment is best for all burns in hos- 
pitals and homes where reasonable cleanliness 
may be maintained. 

Anaphylaxis from continuous absorption of toxic 
products from burned area often fatal in second 
or third week. 

Eliminative treatment, keeping skin, kidneys, 
and bowels in best possible condition and patient 
on easily digestible foods with an abundance of 
liquids imperative in severe burns. 
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RAILWAY SURGERY 


THE IMMEDIATE AFTER- 
TREATMENT OF RAILWAY 
INJURIES.* 


By W. W. GRANT, M.D. 
Denver, Colo. 


The prompt treatment of railway in- 
juries comes under the general designa- 
tion of urgent surgery. So much has been 
said, written and done concerning first 
aid to the injured in corporate civil prac- 
tice, as well as in military life, that it is 
needless to dwell at length on this phase 
of the subject on this occasion. Its im- 
portance and necessity are generally 
recognized. 

Railway injuries generally are correctly 
defined as contused, lacerated and man- 
gled, and much more prone to infection 
than smooth and cut wounds. They there- 
fore demand more skill, care and detail 
in treatment and management. The in- 
trusion of dirt, clothing and splinters into 
such wounds is common. 

The circumstances, conditions and en- 
vironment are unfavorable to the best 
treatment; so tentative measures, such as 
the external application of peroxide of 
hydrogen and iodine with dry sterile 
gauze is usually sufficient until the pa- 
tient is in a hospital, or under conditions 
at least more favorable to clean dressings, 
proper surgical treatment and _ conse- 
quently prompt healing of wounds. 

In case of fracture of the extremities, 
some temporary fixation dressing to pre- 
vent angulation at the seat of injury is 
essential to the safe and more comfort- 
able transportation of the patient to place 
of permanent treatment. Severe or con- 
tinuous hemorrhage is about the only 
condition which would justify immediate 
exploration on the spot in order to arrest 
grave impending danger. Probing is sel- 
dom justifiable under any conditions. 

Meddlesome surgery—the pretentious 
effort of doing something without suf- 
ficient knowledge of the nature of the in- 
jury, and without adequate preparation, 
is nothing less than surgical affectation, 


*Read before Southern States Association of 
Railway Surgeons, Auxiliary to the Southern 
Medical Association, Dallas, Tex., Nov. 8-11, 1915. 


though it may be well intended. With 
the conditions surrounding these acci- 
dents, and especially those attended with 
hemorrhage, unconsciousness and shock, 
the encouragement and the temptation to 
do something positive or effective at once 
is very great. There are few, if any, con- 
ditions more trying to the necessary self- 
control and balanced judgment of the sur- 
geon; and if he is inexperienced, none in 
which he is more likely to adopt an un- 
justifiable procedure, due to what he im- 
agines is expected of him amidst the con- 
fusion and embarrassment of unfavor- 
able conditions and environment. Unnec- 
essary medication and premature opera- 
tion are the too frequent result. 

As a rule, severe railway injuries are 
of such a character and nature that hem- 
orrhage, though severe for a moment, 
soon ceases. The lacerated intima retracts 
and the lowered blood pressure soon re- 
sults in localized thromboses, which are 
conservative in effect. Very tight band- 
aging to a badly damaged extremity is 
usually unnecessary, and an elastic band- 
age to prevent or control bleeding is dan- 
gerous to the integrity of the limb and 
to the constricted part for the use of flaps 
if amputation should be necessary. This 
bandage, if used for but a short time even, 
invites tissue necrosis and subsequent 
sloughing of the parts. 

Shock is probably more unfairly and 
unscientifically treated than any other 
emergency condition incident to railway 
traffic. Whether it is due to the vaso- 
motor exhaustion theory, or to the more 
recently accredited theory of biologists— 
Hadane, Porter and Yale Henderson—of 
a deficient dioxide content of the blood, 
is of little practical interest to the aver- 
age railroad surgeon. He knows, doubt- 
less, that the blood pressure is danger- 
ously low and the blood stagnant in the 
venous trunks and capillaries. The prac- 
tical question is, how is the condition 
treated, and how should it be treated? 
No man can possess: surgical judgment 
unless he knows when to operate, when 
not to operate and how to operate. Mere 
technic, however fascinating, is mechan- 
ical art, but by no means the summum 
bonum of surgery, and may be devoid of 
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both skill and judgment as to the neces- 
sities and principles involved. Shock too 
frequently is not treated at all, but the 
patient is rushed to the hospital, where 
an amputation or severe operation is done 
while the patient is still in severe or pro- 
found shock, with the result that some 
never recover consciousness, and others, 
after a doubtful struggle, finally react. 
Skilled surgeons, if they do not. witness, 
are at least cognizant of such occurrences 
every year in the corporate operations of 
the country. Strange as it may seem, 
there are many men doing surgery who 
do not seem to realize the importance and 
necessity of securing good, substantial 
reaction before performing severe and 
capital operations. 

Some learn little from books, teachers, 
instructions, and even experience, in this 
class of cases. The useless and unneces- 
sary sacrifice of life is my excuse for 
speaking plainly concerning it. 

Dry heat to the body — hypodermo- 
clysis — and rectal saline and sugar solu- 
tions are safe and conservative methods 
that should be used before any patient in 
shock is subjected to anesthesia and op- 
eration. In case of much loss of blood, 
only, is blood transfusion necessary. Hem- 
orrhage induces collapse and _ intensifies 
and prolongs shock. 

If the injury is abdominal, with or with- 
out laceration of the wall, and shock is 
profound and protracted, rupture of vis- 
cera or slow, continuous hemorrhage is 
probable. An anesthetic under such con- 
ditions is not only extremely hazardous, 
but too frequently fatal. When opera- 
tion is imperative, in order to save life, 
under such conditions, local anesthesia is 
the method of choice—with nitrous oxide 
and oxygen in reserve. To give a general 
anesthetic, as I have reason to believe is 
not infrequently done, especially in bad 
wounds of the extremities and within the 
abdomen with the patient in severe or 
profound shock, is indefensible. To add 
surgical shock to that of injury will has- 
ten and may determine the fatal issue. 

In case of fracture of the long bones, 


the immediate consideration is fixation. 


If it is a closed fracture, the ordinary 
dressings by splints and extension in the 
hospital will usually be sufficient. If the 
fragments can be adjusted without opera- 
tion, it is better not to operate. All direct 


methods of fixation in acute fractures re- 
tard osteogenesis, prolongs convalescence 
and undoubtedly increase the risk of in- 
fection. If the fracture is an open one, 
it is not, today, considered advisable to 
use any direct fixation appliance to the 
fragments under ten days or two weeks, 
even if necessary, nor then, I would sug- 
gest, if the fragments are in good appo- 
sition with little or no overlapping. No 
matter what method is used, scrupulous 
care should be given to the line of axis 
of the limb. Casts should not be used 
until after the immediate swelling has 
subsided. Silicate of soda solution makes 
the lightest and neatest of all casts. The 
fact that it dries more slowly than plaster 
of paris is not a serious objection in most 
cases. If extension is deemed necessary, 
it can be applied to the limb before the 
cast is put on and maintained temporarily 
or permanently as desired. When rea- 
sonably good adjustment of the fragments 
can not be had or maintained by the meth- 
ods suggested, then it may be advisable to 
resort to one of the methods in general 
use, such as Lane plates, clamps, chromic 
gut, or wire; or, now, the autogenous bone 
graft, which is rapidly coming into favor. 
In my opinion its chief place and value 
is in delayed and non-union. It is un- 
doubtedly a better stimulus to osteoge- 
netic action and has the distinct advan- 
tage that it is not a non-absorbable for- 
eign body, and, consequently, is not likely 
to have to be removed on account of in- 
fection. 

Mangled feet and hands and fingers 
from car wheels and bumpers in coupling 
and uncoupling of cars and in braking is 
a common occurrence, notwithstanding 
“safety first” instructions. There is no 
more urgent field for skillful, conserva- 
tive surgery than in these injuries. The 
loss of a hand, or the index finger and 
thumb especially, is as serious to the la- 
borer as it would be to the surgeon. Be- 
sides the need of preservation, it is a 
costly loss to both employee and employer. 
Lacerated tissues are more liable to infec- 
tion, more dangerous, and heal more 
slowly. It is necessary to preserve intact 
by anastomosis when severed of tendons, 
and nerves whenever possible, using such 
plastic procedures as each case may de- 
mand. With careful attention to drain- 
age, to cleanliness and to detail in the 
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daily dressing and management of these 
cases, surprisingly good results are fre- 
quently obtained. They are hospital cases 
from the first aid dressing to the conclu- 
sion. Such wounds of the extremities, in- 
volving muscles and tendons, require early 
passive motion in order to prevent fixed 
adhesions, and in consequence impaired 
motion and function. 

To a damaged blood vessel of conse- 
quence, compression is a temporary ex- 
pedient only; usually first aid or during 
reaction from shock, or while being trans- 
ported to a hospital. The final treatment 
should be, if equipped for it and condi- 
tions are favorable, preferably suturing 
the vessel end to end, or the older method 
of ligation of both sides of the injured 
vessel. The first consideration would ap- 
ply to such vessels as the axillary, the 
brachial, the femoral and popliteal. 

It is bad surgery to sew up torn and 
lacerated wounds, though it is not infre- 
quently done on the spot. It is a sure 
harbinger of infection, and the work will 
have to be undone. The open method with 
free drainage and the application of hot 
sterile solutions is best and safest until 
the blood supply is assured. As long as 
the chief blood and nerve supply are in- 
tact, the member can usually be saved, 
regardless of fracture and considerable 
laceration and contusion of muscles and 
tendons. More skill and surgical judg- 
ment—more patience and time—are re- 
quired for the successful treatment of 
such injuries than in those which are so 
self-evident in character as to impera- 
tively demand only one course of pro- 
cedure. No operations are more success- 
ful than the anastomosis of muscles, ten- 
dons and nerves. Infection being more 
common in these injuries, imperils every 
effort that is made for the regeneration of 
damaged tissues and the preservation of 
most useful parts and members, while 
complete functional repair as modern 
surgery skillfully administered could ef- 
fect is most important. The prevention 
of infection is, therefore, the first requisite 
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and it is often determined by the first 
treatment as well as by the nature and 
circumstance of the injury. 

Scalp wounds, however extensive, are 
not usually attended with severe shock 
and heal primarily, kindly and promptly. 

The most insidious and dangerous in- 
ury to the skull is a small punctured 
fracture. It is peculiarly susceptible to 
infection and to be followed, at a later 
date, by brain abscess and its evil conse- 
quences. Every such wound demands 
early exploration and the removal of all 
fragments of bone and debris, or serious 
results are likely to follow. 

Fractured ribs with punctured lung 
and pneumothorax present a dangerous 
condition that requires absolute rest and 
the most conservative management. 

I have endeavored to consider only some 
of the most important accidents incident 
to the operation of the railway service. 
They should receive full and fair investi- 
gation and the best treatment at the hands 
of the surgeon in order that impartial 
justice may be rendered the patient, the 
employer and the medical department, 
which shares the obligation and the re- 
sponsibility. 


DISCUSSION. 

Dr. W. L. Brown, El Paso, Texas.—I do not 
think any improvement could be made on that 
paper. I think it is one of the best papers I 
have ever heard on the subject. I think it would 
be too bad, after the doctor came such a great 
distance to read such an excellent paper, for us 
not to give it any discussion at all. 

Several of the points are a little different from 
anything we have had today and are well worth 
our consideration. Knowing Dr. Grant to be a 
fine and conservative surgeon, we can follow 
his advice on almost any subject. 

The transplant of bone interested me. Of 
course we know that that is for delayed unions 
and ununited fractures. In other words, that the 
bone transplant is not to be used as a mechan- 
ical appliance for the holding of bones in posi- 
tion. A bone transplant will not resist a con- 
tinued effort at displacement, because one of the 
things that happens to the transplant is that as 
it becomes vitalized it becomes soft and a con- 
tinued effort at displacement will finally pinch 
it in two. 
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EYE, EAR, NOSE AND THROAT 


OPERATIVE TECHNIQUE OF LATE 
TRAUMATIC CATARACT.* 


By E. R. CARPENTER, M.D. 
El Paso, Texas. 


The writer wishes to direct your atten- 
tion to an vperative technique which, in 
his experience, has given more satisfac- 
tory results in ithe treatment of traumatic 
cataracts than has been obtained by him 
by the use of any other technique. 

Injured eyes of this nature present va- 
rious forms of complications, and no 
stated operative method is suitable for all 
the variations cf this condition. How- 
ever, in the majority of cases where light 
perception is good, and where inflamma- 
tory reaction has subsided, the lens sub- 
stance consists «f a soft, opaque, unorgan- 
ized material, or of a more or less thick- 
ened whitish membrane, which may be re- 
moved with some degree of certainty. 
Usually in these cases a foreign body has 
penetrated the cornea with sufficient force 
to injure the capsule of the lens, while the 
iris is involved either through direct trau- 
matism or by inflammatory adhesions. 

Operative interference in this class of 
cases is frequently accompanied by serious 
loss of Vitreous from manipulation, gap- 
ing of the corneal wound with long de- 
layed healing, or by secondary infection 
and loss of the eye. With the hope that 
these difficuities might possibly be de- 
creased, the writer opened the anterior 
chamber in a series of twenty such in- 
jured eyes by making the corneal incision 
immediately behind a conjunctival flap, 
which flap was sutured back in place as a 
final step in the operation. This flap was 
procured as in the Elliott operation for 
glaucoma, except the conjunctiva was not 
dissected beyond the limbus. 

The corneal incision was made with a 
narrow, double-edged knife, and included 
from one-fourth to one-third of the cor- 
neo-scleral circumference. After remov- 
ing all traces of blood, if necessary, from 
the anterior chamber by irrigation, adhe- 


*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Associatior, Ninth Annual Meet- 
ing, Dallas, Texas, Nov. 8-11, 1915. 


sions were cut between the iris and the old 
cornea wound, or between the iris and the 
lens. When lens substance was found 


Figure 1. 


within the capsule the systotome was used, 
after making an iridectomy, which was 
necessary in most cases. 

The soft lens material was removed in 
é1l cases by irrigaticn, using for this pur- 
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pose a dental syringe, to which was at- 
tached a fine anula bent at a right angle. 
With this instrument a steady stream of 
warm saline solution could be maintained 


Figures 2 and 3. 


and directed as desired. Occasionally it 


was necessary to cut up and curette a 


portion of the lens. While using the 
syringe the opening into the anterior 
chamber was distended slightly by means 
of a small spreading forcep, or by gently 
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pulling the anterior lip of the wound for- 
ward with a suitable hook. Where the 
cataracts were of a membranous nature 
the usual means for removing this form 
of cataracts were employed. The toilet 
Was made as in other operations of like 
nature except, as stated, the conjunctival 
fiap was sutured beck into place, which 
insured a good approximation of the cor- 
neal edges and a rapid elimination of the 
danger of complications. 

A slight loss of vitreous was unavoid- 
able in a few cases, but, notwithstanding, 
the incision healed nicely and rapidly in 
all cases. In one instance the eye ap- 
peared hopelessly lost from serious col- 
lapse of the cornea and sclera, yet in four 
or five hours the eyeball had regained its 
former fullness. There was no infection 
in the twenty cases and but little pain was 
experienced by most of the patients. Dis- 
cision of the capsule was necessary in some 
cases where considerable lens substance 
was present at the time of operation. 

Useful vision was restored in seventeen 
of the twenty patients treated. Three of 
the twenty eyes need further attention, 
with the probable loss of two of these 
three from iridocyclitis and vitreous 
changes. 

All patients were up and around in from 
one to three days and several resumed 
their duties at the end of a week. With 
the exception of one young girl, these pa- 
tients were adults; some were soldiers 
and officers in the Mexican revolution, 
while the others were miners and me- 
chanics. Eighty per cent of the opera- 
tions were performed at a period varying 
from six weeks to six months after the 
primary injury. Less reaction was expe- 
rienced in the early operations, but more 
difficulty was met with in removing the 
lens material in these cases. The early 
operations were performed soon after the 
inflammatory reaction had subsided, and 
nature’s forces were readily brought back 
into activity, although in some of them 
only partial deterioration of the lens fibers 
had yet taken place. 

The technique under consideration was 
not attempted in any eye at the time of in- 
jury, as the incision is not suitable for 
lens extraction by expression. The ante- 
rior portion of the cornea in this incision 
is less yielding than is the scleral portion, 
consequently the exit of an intact lens 
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Figure 4. 


through such a wound would greatly en- 
danger rupture of the zonula. 

With this incision all parts of the ante- 
rior chamber are easily reached and less 
danger arises from internal manipulation 
of the eye than when the usual corneal 
incision is made. A better conjunctival 
fiap is obtained by this technique than 


Figure 5. 


when the flap is made along with counter 
puncture of the cornea. Sudden escape 
of intraocular fluid under increased ten- 
sion is not likely to occur in this technique, 
while at the same time it is usually pos- 
sible to make a satisfactory iridectomy for 
such cases. However, the most important 
feature of the technique is the advantage 
gained by the conjunctival flap in imme- 
diately sealing up and protecting what is 
otherwise a dangerous wound in a patho- 
logical eve; an eye that often taxes the 
recuperative forces of a patient threatened 
with permanent blindness and requires 
of the opthalmologist his greatest operative 
skill in order to restore vision. 

No claims for originality are made in 
this article in respect to the general op- 
eration described, but certain features 
herein advocated are not in general use 
in connection with traumatic cataract 
work, and the writer believes that a more 
extended usage of chese features would in- 
sure better results than are obtained by 
the usual methods employed in this branch 
of surgery. 


Note: Since presenting this article, I have used 
the above technique in many similar cases with 
even better results than primarily claimed. 


a 
: 
i 4 \ j 

“ 
: 
| — 

— 

j 


MOORE: LOCAL ANESTHESIA, ETC. 


LOCAL ANESTHESIA IN CONJUNC- 
TION WITH GENERAL ANESTHE- 
SIA IN MASTOID OPERATIONS.* 


By T. W. Moors, M.D. 
Huntington, W. Va. 


Every otologist has had patients suffer 
intensely when recovering from the an- 
esthetic after a mastoid operation. Some- 
times .it is an intolerable aching, at other 
times a burning or smarting, and again 
the patient will say “the awful soreness 
in my neck.” 

That all that can be done to avoid or 
lessen the post-operative pain and make 
our patients comfortable when coming out 
from the general anesthetic is our imper- 
ative duty here as in the other fields of 
surgery, I think is conceded by all. So if 
by spending a few additional minutes in 
preparation our patient, after the general 
anesthetic passes off, goes into a quiet and 
restful sleep for from one to three hours, 
much has been accomplished. 

I have purposely omitted any reference 
to that complex and little understood phys- 
iological or biological condition known as 
“ shock which is not, as a rule, a marked 
concomitant of mastoid surgery. 

Nor am I by any means convinced fhat 
anociassociation as advocated by Crile is 
theoretically correct or has any practical 
application as such. 

I have only tried this method in five 
cases, but in all of these the results have 
been most gratifying. The technique I 
have employed is as follows: 

An hour before the patient goes on the 
operating table he is given one-sixth of a 
grain of morphine sulphate and one hun- 
dred and fiftieth of a grain of atropine 
sulphate, hypodermically. After the pa- 
tient is well under the ether anesthesia, 
the skin is infiltrated with a solution of 
which is given by the open drop method, 
novocain one-half per cent and epinephrin 
chloride one-fiftieth per cent. It requires 
but a small quantity ,to accomplish this. 
Then a deep injection, sub-periosteal if 
possible, is given of urea and quinine hy- 
drochloride 1 per cent; after waiting five 


*Read in Eye, Ear, Nose and Throat Section, 
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minutes the operation is proceeded with 
in the usual manner. 

This in no way modifies or effects the 
healing of the wound. I prefer the blood 
clot dressing and have found healing 
equally as prompt and satisfactory as 
when local anesthesia has not been used. 


LATERAL SINUS THROMBOSIS.* 


By J. H. BARNEs, M.D. 
Enid, Okla. 


Lateral sinus thrombosis is not so com- 
mon as we may think when we observe 
the position of the sinus to the middle ear 
and the mastoid cells. But when it does 
occur it is imperative that we be able to 
make a diagnosis early in the life of our 
patient. 

I have nothing new to offer on the su 
ject, but wish to point out some of the 
points of diagnosis and to report a case 
that was diagnosed as lateral sinus throm- 
bosis, also as a severe middle ear infec- 
tion and mastoiditis which I am sure now 
was neither, but a brain abscess with lo- 
cal meningitis, though there were no 
tests made to confirm the diagnosis. 


ANATOMY. 


The lateral sinus is in the lower poste- 
rior region of the skull in a depression 
from the torcular herophili forward to 
the jugular foramen. It passes close to 
the mastoid cells just before it terminates 
at the jugular foramen as the internal 
jugular vein. 


ANATOMY OF LATERAL SINUS. 


Its position to the ear and mastoid cells 
is so variable that we are at a loss just 
where the sinus is in the mastoid. 

On examining twenty skulls in one se- 
ries the sinus was not in the same posi- 
tion in any two skulls. It passed in one- 
eighth inch to external auditory canal to 
an inch or more behind it. It is some- 
times close to the cortex or may be an 
inch or more from the surface. 

The mastoid cells are at times surround- 
ing the sinus. All these conditions make 
it in the road to danger when the middle 


*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Association, Ninth Annual 
Meeting, Dallas, Texas, Nov. 8-11, 1915. 


: 
= 
| 
: 
4 
| | 
¢ 


364 SOUTHERN MEDICAL JOURNAL 


ear is suppurating and does not have free 
drainage. 

The lateral sinus is joined by the supe- 
rior petrosal above and the inferior pe- 
trosal below the mastoid. 

The cause of lateral sinus disease 
comes directly from involvment of the 
mastoid cells, which is secondary to mid- 
dle ear suppuration. All severe suppu- 
rative middle ear disease involves more or 
less the mastoid cells. 

The sinus is more apt to be diseased 
from an acute exacerbation of an old 
mastoid disease. There is a history of 
chronic discharge from the middle ear,or 
it may be a frequent recurrence of the 
suppurative ear. It is very seldom that 
an acute mastoiditis will attack the sinus. 

We find that the diseases of childhood 
are the forerunners of these ear and mas- 
toid diseases such as measles, scarlet fe- 
ver, diphtheria and influenza and pneu- 
mococcus infections. 

Any of these infections are very apt to 
affect the ears if the child has adenoids. 

It has been noted that the ears are sel- 
dom - affected when the child’s throat is 
healthy or the adenoids have been removed 
early. 

The symptoms of lateral sinus diseases 
are: Discharging ear of a chronic nature 
with involvment of mastoid, usually an 
acute attack of an old affection. 

The mastoid is tender on pressure and 
more or less headache. The symptoms 
that are diagnostic are a severe chill with 
high fever, which is 103 or 104 while the 
chill is still on, and then rises to 105 or 
106 in a short time, followed by sweat 
and a lower temperature, even down to 
normal. Then in a few hours or a day 
or two we have recurrence of the chill 
with the same symptoms. The chills are 
very irregular as to time, but the charac- 
ter of the chill, fever and sweats are the 
same in each attack. The patient may 
feel quite well between the attacks. 

If the sinus becomes involved low down 
next to the jugular foramen, the vein be- 
low becomes tender and may appear as a 
hard cord in the path of the jugular vein 
just under the anterior border of the 
sterno-cleido-mastoid muscle. 

The pathology begins as a phlebitis. 
There is a deposit thrown out on the in- 
side of the vessel which becomes larger 
till soon a clot is formed which fills the 


sinus and the circulation is cut off. If 
this clot is infected and the germs are 
thrown into the circulation we have the 
symptoms as given above, those of severe 
septicemia. The clot may be sterile and 
the phlebitis be so walled off as to protect 
the circulation. Then we do not have 
the severe symptoms and the patient may 
get well without surgical interference. 

The complications are brain abscess, 
meningitis and an extension of the infect- 
ed thrombosis to the other sinuses. There 
may be metastatic abscesses and pneu- 
monia. 

The treatment is surgical so as to get 
good drainage. The mastoid cells should 
be cleaned out thoroughly and the sinus 
exposed. Before it is opened the jugular 
should be tied off below so as to protect 
the general circulation. 

Then open the sinus and clean out the 
clot from above and below until we get 
free bleeding. 

If we do not get free bleeding from 
below we may be sure the clot extends as 
far as the inferior petrosal sinus; then we 
should dissect all the jugular from above 
our tie-up as far as possible. 

After all sources of infection have been 
removed we pack the wound tightly and 
bandage. Dress the wound on the third 
or fifth day, depending on condition of the 
patient. 

If there should be a recurrence of the 
symptoms then we should open the wound 
and look for further infection. 

If the operation is done early before the 
system is too much saturated with the in- 
fection we may get a hasty recovery. 

I will now give you a report of my 
case that I first diagnosed lateral sinus 
disease, not from the typical symptoms, 
but from the sudden rise of temperature. 
Then, dropping in a few hours to nearly 
normal. 


CASE REPORT. 


Boy age 14, father physician, in February, 1915, 
was taken with what appeared to be acute otitis 
media. He was sick for a few days before with 
some disturbance with stomach; he had fever 
and some aching of limbs as if he had la grippe. 
He was given a dose of Pluto water and in a 
few minutes vomited and burst his right ear drum, 
which was called to the mother’s attention by. 
hemorrhage from the external ear. 
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I was called and cleaned the ear and found the 
ear drum ruptured. He had had no pain up to 
this time in the ear. In twenty-four hours pus 
began to discharge very profusely, which was 
from the pneumoccoccus. 

The fever continued from 102 to 104, which was 
thought to be partly from his disturbance in the 
alimentary canal by his attending physician, who 
was seeing him every day with me. 

He had had for the past four years repeated 
attacks of discharging ear, which lasted from a 
week to a month. I saw him a month or two 
before this attack and the ear was dry and the 
drum membrane healed, so diagnosed this attack 
as acute suppurative otitis media. The drainage 
was good in this attack, but after three or four 
days had severe headache all over the head. 
There was no tenderness over mastoid cells and 
No pain in ear. 

His fever and pain continued high for a little 
more than a week, when it began to _ subside. 
The discharge became gradually better and in 
two weeks was apparently well and started back 
to school. His ear appeared to have quit dis- 
charging. Two weeks afterward he came to my 
office, saying that his ear was closed up. I 
cleaned out some foul, thick pus and found the 
ear drum had not closed and directed him to re- 
turn for further treatment. 


Two days after I was called to the house 
to see him. His ear was discharging very 
freely a thick yellow pus, which was pneu- 
mococcus variety of the streptococcus form. He 
had high fever and complaining of his stomach 
as before. The fever continued to rise from 102 
to 105 in the typhoid fever curve. The ear dis- 
charged freely with no pain for two days, when 
he began to complain of headache all over the 
head. The pain got worse and soon he was un- 
able to move his head without severe pain. There 
was no tenderness over the mastoid or any one 
point. 

About the fifth day the ear ceased to discharge 
the ear drum bulged. We called a consultation 
and it was agreed to incise the ear drum. We 
opened from above and below into a large open- 
ing in the ear drum. It was at this time that we 
agreed that the mastoid should be opened in 
twelve hours if the ear did not discharge or the 
pain, which was very severe, did not subside. 

The next morning after we had incised the 
drum we called the second consultation, as all 
the symptoms were worse and the ear dry. The 
temperature up to this time had run a typhoid 
course till it reached 105; then it suddenly 
dropped to 101 and in a few hours was 105 again. 
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The second consultant thought we had a case 
of mastoiditis and suggested the third consultant, 
who arrived that night just twenty-four hours 
after we had freely incised the ear drum. The 
drum was still bulging and the last consulant 
thought that his high fever, which had gone up 
and down three times in twenty-four hours, was 
due to retained secretions in the middle ear, and 
suggested a mastoid operation if we did not find 
pus by reopening the drum membrane. 

During the day the physician in charge made 
a diagnosis of lateral sinus thrombosis, though 
there was never a chill nor the least signs of one. 
The temperature was that of a phlebitis where 
the germs were thrown into the blood, septice- 
mia. He did not look septic at any time. His 
face was a good color and he had no sweats up 
to this time. It: was suggested that his blood 
should be examined, but this was not done, as 
we felt sure the opening of the mastoid and lat- 
eral sinus would relieve him. 

We opened the mastoid immediately after the 
arrival of the third consultant, as we had every- 
thing ready for the operation. After the patient 
was put to sleep we opened the ear drum; there 
was no pus, so we opened the mastoid. There 
was only a thin cortex over what had been mas- 
toid cells. We opened into a large cavity which 
communicated with the mastoid antrum and 
found the lateral sinus a reasonable distance be- 
hind the ear and exposed on posterior wall of 
the cavity and pus coming up from the lower 
posterior part of the cavity from around the lat- 
eral sinus. The lower exposed part of the sinus 
was flat, making a depression down below the 
cavity filled with pus. The sinus was closed for 
about one-half an inch above the compressed 
sinus. 

We ligated and cut the jugular below and then 
opened the compression and took out a hard and 
comparatively healthy clot. The vein bled freely 
from above and below, so we packed the wound 
tightly and bandaged. 

This was done just one week from the time I 
was called to see him. 

The symptoms continued as before with pain 
and high fever; sometimes in the morning it was 
lower than in the afternoon. Then it would run 
to 1051%4 very quickly.: He began to have sweats 
and breathe very rapidly, 40 per minute. 

The wound was dressed the third day, looked 
good; no discharge of pus from the wound or 
ear. 

He still got worse; began to show signs of 
weakness on the fifth day after the operation and 
the R. ext. rectus became paralyzed and the pu- 
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pil did not react to light. This was the only 
sign of paralysis. He died on the eighth day 
after the operation. 


This was evidently a case of chronic 
mastoid disease with probably an involv- 
ment of the sinus and at this time had 
found its way into the brain in a region 
which produced but few symptoms other 
than the severe pain and high fever which 
went to 107 just before death. 

There was nothing that we did that 
seemed in the least to help him. The 
sinus was thoroughly cleaned out and we 
felt sure that he would improve, and if it 
had been a mastoiditis or lateral sinus 
thrombosis he would have shown some 
signs of improvement. So we make a di- 
agnosis by exclusion. 


A spinal puncture should have been 


made for pus and leucocytes. A_ post 
mortem is the only means of a definite 
diagnosis. 


MASTOIDITIS WITH LATERAL SINUS 
THROMBOSIS AND CEREBELLAR 
ABSCESS—OPERATION, RE- 
COVERY.* 


By JOHN H. Foster, A.M., M.D. 
Houston, Texas 


The report of a single case before a 
scientific medical body requires in gen- 
eral an apology or an explanation. The 
one to which your attention is invited to- 
day, however, has some very unusual fea- 
tures, sufficiently so, it seems, to justify 
recording. 


The patient, P. R. H., male, aged 25, came un- 
der our observation on March 20, 1914. He gave 
a history of trouble with the left ear for ten days. 
The membrana tympani had been incised and he 
had done fairly well until two days previously, 
when the pain again became severe and some 
swelling had developed about the ear. Examina- 
tion showed that he was suffering from furuncu- 
losis of the canal of the ear as a complication of 
the. middle ear infection. He was moved to the 
hospital, and under gas anesthesia the canal was 
incised and pus evacuated from two or three 
places. The middle ear discharge was slight. 


*Read in Eye, Ear, Nose and Throat Section, 
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During the following few days other infected 
points in the canal developed and were opened; 
the middle ear discharge ceased, the membrane 
healed, and at the end of a week he left the hos- 
pital apparently well. 

On April 2d, five days later, patient appeared 
at the office complaining of great pain in the left 
ear again. His temperature was 103° F., and 
examination revealed the drum red and bulging. 
It was incised freely and a bloody discharge lib- 
erated, and he was sent back to the hospital. 
His temperature on admission to the hospital 
was 104° F., and he complained of great pain in 
the ear. Hot irrigations were ordered with cold 
sponges to reduce the temperature. -Within 
twelve hours his temperature dropped to 101° F. 
and he was more comfortable, though never abso- 
lutely free from pain, which seemed to him to be 
deep within the ear itself. 

At noon of the fifth, after slight chilly sen- 
sation, his temperature rose to 104.2° F. Blood 
count was made on the fourth day, showing 12,000 
whites, 80% polys. On the sixth day patient 
first complained of pain outside the ear and lo- 
calized it in the left frontal region, describing it 
as a severe, boring pain. There was no mastoid 
tenderness nor sagging of the postero-superior 
canal wall. On the afternoon of this day a dis- 
tinct chill was recorded with a rise of tempera- 
ture to 104.2° F. again. Examination of the dis-. 
charge from the ear showed the presence of nu- 
merous’ Klebs-Loeffler bacilli. Blood count 
showed 18,000 whites, 76% polys. X-ray plates 
showed cloudiness of all the mastoid cells. Ten 
thousand units of diphtheria antitoxine were ad- 
ministered and patient’s mother in Georgia noti- 
fied of his condition, and of the probable necessity 
of operation. 

The next day he seemed much better. His 
temperature rose no higher than 101.3° F. and 
he was decidedly more comfortable. The follow- 
ing morning, however, the temperature rose to 
103° F. and it was deemed best to go into the 
mastoid despite the lack of tenderness. Accord- 
ingly, on April 8th, the mastoid operation was 
performed. All of the cells were found involved, 
filled with pus and granulation tissue. The wall 
of the lateral sinus was exposed and found some- 
what discolored but not obstructed, and was not 
incised, but the bone was removed over it for a 
distance of two inches, including the knee, so 
that it could be easily opened later if necessary, 
and the wound was then dressed. 

The patient was much depressed when he left 
the table and had a hard chill in a short time. 
He rallied, however, and was more comfortable 
soon. 
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During the succeeding five days he got along 
very satisfactorily. The temperature dropped to 
nearly normal, there were no more chills or sud- 
den exacerbations of temperature, and we thought 
he was on the road to recovery. The wound was 
foul and the infection of the soft parts seemed 
sufficient to keep the temperature slightly ele- 
vated. 

On the thirteenth he had a hard chill, tem- 
perature rose to 104° F., followed by profuse 
sweating. A blood count showed 18,000 whites 
and 90% polys. The patient was anesthetized 
again and the lateral sinus investigated. The 
wall at the knee was found almost necrotic and 
contained a small peripheral thrombus. - There 
was free bleeding from both ends. Plugs were 
inserted above and below and the intervening 
diseased wall removed with scissors. Patient 
had one fairly good day and again the tempera- 
ture jumped up to 104° F., and on the sixteenth 
day a chill was noted. On: dressing the wound 
several sloughs were removed from the scalp 
wound, these coming out like the “core” of a 
furuncle. 

On the eighteenth the plugs were removed 
from the sinus wound and the ends found nicely 
sealed and clean. On the inner wall of the sig- 
moid sinus, however, a necrotic area was noted 
which, on removal, opened an abscess extending 
into the cerebellum for nearly an inch. Some 
necrotic brain tissue came away. A drain was 
put in and this was changed daily. 

For three days following this patient ran an 
absolutely normal temperature -and felt comfort- 
able. On the twenty-second he had a hard 
chill and his temperature rose to 104° F. An- 
other infected area in the soft parts was evacuated 
and he had two more good days. This was suc- 
ceeded by a stormy period with chills. The 
wound above was looking well, so it was decided 
to resect the jugular vein. 

At the operation the jugular was found with 
difficulty, being collapsed below the level of the 
thyroid vein, and consisting of a mere fibrous 
string. When the thyroid and common trunk of 
the facial and lingual veins were tied and cut, 
the vein was dissected out and found necrotic 
above, pulling out with slight force. Drainage 
was put in above and below. 

For three days again the temperature was 
practically normal, and then chills and rises of 
temperature were again noted. Pus was found 
cozing from the posterior part of the wound, 
which had previously been clean, and the sinus 
was carefully opened and found to contain pus 
for a distance of more than an inch back. Rub. 
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ber drainage was put in and staphylo-strepto vac- 
cine given for the succeeding week, these being 
the only organisms now found in the discharge. 

The patient’s condition was pitiable. He was 
emaciated and weak and, to add to his troubles, 
both ankles had burns from hot water bottles. 
However, he began to improve and his progress 
toward recovery was uninterrupted except for a 
chill and rise of temperature on May 10th, for 
which no cause could be found. The next day 
his temperature went to normal and remained 
there. He left the hospital on June 3, 1914, after 
a stay of two months, and was soon entirely well. 


The object that prompts this report is 


-not to record the recovery of so desperate 


a case, but to bring out some interesting 
and unusual features presented by this 
case. 

1. The occurrence of this trouble a few 
days after apparent healing of a middle 
and external ear infection. 

2. The presence of Klebs-Loeffler bacilli 
in the ear discharge. These disappeared 
after the administration of the antitox- 
ine and were never found afterwards in 
the discharge. There was never anything 
about the appearance of the wound sug- 
gestive of a diphtheritic’ infection. The 
disappearance may have been only a co- 
incidence. 

3. The complete absence of mastoid 
pain or tenderness and the reference of 
the pain to the corresponding frontal re- 
gion, while the X-ray plates showed defi- 
nite involvment of the mastoid cells. I 
have recently seen another case present- 
ing this peculiarity, and in both the op- 
erative findings verified exactly the X-ray 
indications. 

4. The late extension both downward 
and backward of the infection of the lat- 
eral sinus, when at the time the sinus was 
opened there was only a small parietal 
clot, and the wall was removed well be- 
yond any apparent disease. 

5. The finding of the abscess of the 
cerebellum in removing the necrotic inner 
wall of the sinus. 

6. The occurrence of circumscribed 
slourhs in the soft tissues of the wound 
which were accompanied by rigors and 
rises of temperature from time to time. 

7. The absence of metastatic foci of in- 
fection. 
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DISCUSSIONS 


Papers of Drs. Moore, Barnes and Foster. 


Dr. W. D. Jones, Dallas, Texas—I am very 
much interested in the case reported by Dr. Fos- 
ter, and shall confine my discussion to his case. 
It is not unusual for a lateral sinus thrombosis 
case to be up walking around during the interim 
between rigors and exacerbations of temperature, 
but it is quite unusual to have a case presenting 
so many interesting features as the one Dr. Fos- 
ter has reported. With the symptoms outlined 
in this case, it would have been impossible to 
have made a diagnosis of cerebellar abscess. The 
only point that one could take issue with Dr. 
Foster on in his course of treatment is whether 
he should not have ligated the internal jugular 
vein at the time he opened the lateral sinus and 
found a thrombus. Personally, I would have li- 
gated the internal jugular at this time. 

Dr. Homes DuPuy, New Orleans, La.—Both pa- 
pers offer food for thought. With reference to 
the diagnosis of acute mastoiditis a larger expe- 
rience has brought me in contact with a group 
of cases in which the pain on pressure was not- 
ably absent. I had to seek for danger signals in 
other directions. I have seen posterior-superior 
sagging of the meatus without the slightest pain 
on pressure over the mastoid. The eburnated 
type of mastoid is apt to negative the objective 
pressure symptom. I am not prepared to say just 
how much help we can expect from the X-ray, but 
I can ‘say that in obscure cases, with no sagging 
of the meatus, and no pain on pressure, the X-ray 
has helped materially in suggesting trouble in the 
mastoid, and thus decided the question of opera- 
tion. 

In reference to sigmoid sinus thrombosis the 
temperature chart as shown by the doctor is, in 
the presence of or in the wake of a mastoiditis, 
so typical of thrombosis that there should be 
no hesitancy in our surgical attack. But it is the 
typical cases, when the temperature wave fails 
to run the up and down movements, and when the 
initial chill is absent—it is then that we need 
light from other reliable sources. The blood pic- 
ture as expressed in'a bacteremia seems to offer 
diagnostic help. It is worthy of more extended 
application in order to test its real value. 

Dr. J. W. Jervey. Greenville, S. C.—I would 
like to say a few words, first in regard to Dr. 
Moore’s paper, which I think is of extreme prac- 
tical importance. Not in the nature of a criti- 
cism, but in the nature of a warning. While it 
is desirable to accomplish the things which he is 
endeavoring to accomplish, we must remember 
the dangers of the use of epinephrin in the early 
stages of anesthesia. It is true, he stated he used 
it after the patient was well anesthetized, but if 
the method is adopted in the face of the known 
danger, and the use of epinephrin in the early 
stage of anesthesia is practiced, there are cer- 
tainly going to be a number of fatalities. Sev- 
eral have already been reported, and it is well 
that we should bear them in mind. After the an- 
esthesia is fully complete there appears to be no 
danger in the use of this extract. 

In regard to sinus thrombosis, while Dr, Barnes 
has taken the position that the condition is prob- 
ably very unusual, or at least it is not a common 


one, yet it is nevertheless true that a great many 
of these cases are overlooked by our general prac- 
titioners and never come to us at all. A large 
number of these cases, comparatively speaking, I 
mean, are undoubtedly diagnosed by the general 
practitioner as malaria or typhoid fever, and they 
go to a high mortality with these diagnoses. I 
feel that while that part of the paper needs but 
little discussion among ourselves, still it is a point 
which urges us to appear as often as we can in 
our State Associations, in our County Associa- 
tions, and bring out these points before the gen- 
eral practitioner, so that fewer of these cases 
will be overlooked in the future. The disease is 
such that if the cases can be recognized early the 
mortality is extremely small. I mean to say that 
in the early stage a thrombosis is never an in- 
fected condition; a thrombus starts in the sinus 
wall and is made up of an agglomeration of in- 
flammatory exudates, but it does not become in- 
fected until there has been an ingression of in- 
fection from the outside. That infection can al- 
most invariably be removed if the mastoid opera- 
tion has been successful; if the mastoid case has 
been diagnosed and the operation properly per- 
formed, the removal of the infected material hav- 
ing followed, the bony sinus and channel of ne- 
crotiec tissue and infection in the mastoid process 
being thoroughly removed from the sinus area, 
the result will be a cure; or, if this important 
move is overlooked, is passed up, the mortality 
from these cases will be anywhere from 50% to 
90%, according to the amount and virulence of 
this infective invasion which has occurred. 

I think that Dr. Barnes’ case is an admirable 
illustration of this point. He had an old chronic 
case and a history of repeated previous series of 
discharges from the ear. He had then an acute 
mastoiditis, with pain. As I understood it (I may 
be mistaken; I don’t hear very well, and I may 
not have gotten it exactly right), but, as I un- 
derstood it, he also had a variable, a typical tem- 
perature. Given a case of that sort, an old case 
where we know he had the infection of an acute 
mastoiditis associated with pain, and that train 
of symptoms, that history, ought to spell opera- 
tion; and had it been done at the time, had the 
mastoid cells been cleaned out, and had the sinus 
been cleaned out down. to the bare wall of the 
sinus itself, it is at least possible that instead of 
reporting a fatality he might have reported a 
recovery. 

Dr. Arthur Irving Weil, New Orleans, La.—All 
of these papers have been interesting, and as we 
have but a few minutes for discussion, we have 
to take the most salient points. ‘The paper of 
Dr. Moore is suggestive. We all realize that our 
patients after mastoid operation: suffer consid- 
erable discomfort, and if his suggestion is fol- 
lowed by relieving that trouble, [ thinix it is sor.e- 
thing well worthy of practice by the profession 
at large. I have never tried it, but I mean to 
give it a trial at my first opportunity. The ob- 
jection made to that method by Dr. Jervey to me 
has little weight. I want to say that I have used 
adrenalin solutions on various patients on whom 
we have operated, under general anesthetic, and 
I have used it at will, at any time. I know that 
there is a bugaboo that adrenalin administered 
in the early stages of general anesthetic carried 
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with it a considerable element of danger, but I 
must say in my own experience I have used it 
frequently in general anesthesia, and I have 
never noticed the slightest inconvenience. 

With regard to the symptoms of sinus throm- 
bosis and mastoid in general, of course, as has 
been said by the readers, and also in the discus- 
sions, especially by Dr. Dupuy, the pain on pres- 
sure, although a very reliable symptom when 
present, is of no value in excluding the diagnosis 
when it is absent, and I have frequently, in my 
own experience, seen patients without pain on 
pressure who have a well developed mastoid. 
Now, there are certain things that help us in 
diagnosis, one of which is the X-ray, and I think 
we will all be agreed that the X-ray is an in- 
valuable aid in the diagnosis of mastoditis, but I 
think that even the X-ray is given possibly a lit- 
tle too much weight in the diagnosis of mas- 
toiditis. I had a case within the last two months 
in which the X-ray was used. This was the case 
of a young woman who gave all the evidences of 
a latent mastoiditis, the pain on pressure over 
the mastoid, and a localized pain and dizziness 
through the head on that side, and in addition to 
that the history, a few weeks or a few months 
before, of a rather obscure, but nevertheless defi- 
nite ear infection; in fact, all the things that 
make us think of a latent mastoiditis. Now, the 
X-ray confirmed our diagnosis perfectly, showing 
a complete obliteration of the mastoid cells on 
that side, the other mastoid normal. 

Now, at the time of operation it was found that 
there was a complete sclerosis of the mastoid on 
that side. The other side was probably normal 
as shown by the X-ray. This is an assumption 
only, as naturally the other side was not opened. 
It is doubtful to me whether the existing sclerosis 
of the diseased side could have been caused by a 
chronic mastoid infection of only a very few 
weeks or months’ duration, as to my mind a 
sclerosis of this character must be the result of 
at least several months. or years’ chronic infec- 
tion. The mastoid, at the time of operation, ex- 
cept for sclerosis, seemed perfectly healthy, and 
there was no pus to be seen. This case was un- 
doubtedly one in which there was a congenital 
sclerosis of the mastoid, which naturally, in the 
X-ray, gave the appearance of suppurative ob- 
literation. This is a rare condition, but shows at 
least one instance in which the X-ray findings are 
unreliable. I might add, however, that the op- 
eration completely relieved the symptoms. 

Now, just one word in regard to bacteremia. 
That is another thing which is a valuable aid to 
us when it is present, but in the first place it is 
well known that the blood must be taken at a 
certain definite time. It has been brought out by 
investigations of numerous observers that bacte- 
remia is to be determined in the blood, if the 
blood is taken at a time when the chill takes 
place, or within a very short time afterwards 
while the temperature is high, but if the blood is 
not taken at that time the test for bacteremia 
is of no use. If bacteremia is present and we 
discover it by our investigation, it is a great aid 
to us in making the diagnosis correctly, but, on 
the other hand, I know it is possible, and I have 
had some cases in which the bacteremia was ab- 
sent even though the blood was taken at the 
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proper time, in which the operation was done, in 
spite of the absence of bacteremia, where we 
found the sinus thrombosis, so I think we should 
not rely entirely too much on bacteremia in its 
absence, although its presence, of course, is an 
absolute indication for verifying our inferences. 

Dr. Leake, of I just want 
to make one point in reference to the re- 
marks of Dr. Jervey referring to the fatality in 
the cases which he speaks of. I would like to 
report one case of fatality that I have seen in 
my service. This is of a young girl about fifteen 
years old, who was to be operated on for sub-mu- 
cous septum under local anesthesia. The linten 
was applied at the beginning of the operation. 
She became frightened and unruly, and for some 
reason or other we insisted on getting through 
with the operation. We took her upstairs to the 
general operating room and administered the an- 
esthetic, and she died very promptly from what 
apparently was the association of the general 
anesthetic with adrenalin. There was nothing 
else so far as I could see to account for the death. 
Her heart seemed to be in good condition before 
the operation was started; her urine was exam- 
ined; her general physical condition was appar- 
ently perfect. She might have lived to be eighty 
years old but for the septum that she had, and I 
could only account for this death because of the 
association of the general anesthetic with the 
adrenalin. I believe it is dangerous. 


Dr. H. T. Aynesworth, Waco, Texas.—In the 
discussions today the contention of Oppenheim 
that a bacteremia in mastoid disease means sinus 
thrombosis has been quoted. As we know, this is 
by no means unanimously accepted. Of course, 
when we have a lateral sinus thrombosis or throm- 
bosis of any of the sinuses there will be a bacte- 
remia unless the thrombosis is non-infected and 
has not broken down. On the other hand, we 
may have a bacteremia and no sinus thrombosis. 
Of this we feel very sure. One of my first cases 
of this character was an acute mastoid which, 
after the operation, developed a bacteremia with 
high fever for two or three days. The condition 
soon passed off, however, and I feel very sure 
there was no sinus involvment. 

Another point has been emphasized in the dis- 
cussions, namely, the neglected cases of sinus 
thrombosis. Unfortunately I have had experience 
with a few of this kind. One in particular I may 
The patient, male, aged 19, was brought to 
me with the following history: For several years 
had been a sufferer from O. M. P. C., with now 
and then exacerbations. For the past eleven days 
he had suffered from, on the average, two chills 
a day, followed by high fever and profuse sweats. 
His physician mistook the condition for one of 
malaria and filled him full of quinine. When 
brought to me the condition of the patient was so 
bad that I could not overcome the septic state, 
although I drained his sinus, opened a brain ab- 
scess and stopped his chills. 

Dr. W. T. Patton, New Orleans, La.—In the 
local operation spoken of by the doctor, I am 
very much interested. I have been trying to do 
some operating on the mastoid with local anes- 
thesia. The first case was very anxious that I 
do it under local anesthesia. She claimed that 
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she cared not what I did so long as I did not give 
her a general anesthetic, so I promised her that 
I would do the best I could. I gave her 1/150 
scopolamin and 1/8 morphine one-half hour be- 
fore the operation. I put her on the table and 
gave her another injection of 1/150 scopolamin 
and 1/8 morphine, then used % of 1% novocain, 
injecting the solution in line of proposed incision 
over mastoid; also injected the posterior wall of 
the external auditory canal, then cutting through 
the skin down to the periosteum, I injected the 
periosteum with the novocain. The only thing 
that I was worried about was getting through the 
cortex; fortunately the mastoid cortex was very 
thin. I only had to make about two licks with 
the chisel and I entered my mastoid cells. I do 
practically all my mastoid work with the Rongeur 
forceps and curette, using the chisel first; and 
after going through the cortex I scrape with the 
curette and then bite off with the Rongeur. I 
succeeded nicely and got through with the case. 
The girl went to the room feeling pretty good 
and said she had not had much pain and slept 
for three hours. I was much elated over it and 
I went right ahead to hunt for another case. 
The next was a man. I did my best, but I only 
made primary incision. He raised so much Cain 
that I was unable to proceed and had to give 
him a general anesthetic and then finished the 
operation. I did not intend to take on so much on 
that. I am particularly interested in the brain 
case just cited. I want to cite one case to illus- 
trate how hard it is to diagnose a sinus throm- 
boris or cerebral abscess from the Charity Hos- 
pital, Ear and Throat Service, and the case came 
into the surgical service from the country with 
a history something like this: Two days before 
admittance he had been chasing his pigs or cows 
or something and had a sudden pain in the mas- 
toid region. That night he had a twitching in his 
left foot, the hand, then the side of the face. 
The next morning he was paralyzed on the entire 
left side and was sent to the city and admitted 
to the surgical service. The surgeon called me in 
to see him. There was a slight bulging of the 
right tympanic membrane and a sagging of the 
posterior-superior wall of the external auditory 
canal and a slight tenderness over the right mas- 
toid, but nothing to really diagnose mastoiditis 
upon. The man was slightly comatose, with the 
eyes turned out, the pupil dilated on one side, 
he had pulse of 60, with temperature of 101. Made 
diagnosis of probable brain abscess. There was 
no history of trouble before. I got that abso- 
lutely; he had had no ear trouble before this con- 
dition. I called in a neurologist and he agreed 
with me it was a brain abscess and advised op- 
eration. I had a blood count made, which was 
35,000 leukocytes. There was a count of ninety 
lymphocytes. In other words, a high leukocyte 
and lymphocyte count, which is a bad sign; the 
Wassermann was negative on two _ occasions. 
After studying it a little more—the man was get- 
ting worse—I decided to open up the mastoid, 
and I found a few drops of pus in the antrum of 
the mastoid and the rest of the mastoid very 
slightly involved. The dura or sinus was not ex- 
posed and I was absolutely at a loss to account 
for his symptoms. I trephined the temporal re- 
gion and found no pus; I punctured the dura and 


explored the brain in three directions with a 
small cataract knife and found nothing. I sent 
the man to the ward to die; the next day he 
was feeling better, asking for something to eat. 
A week later the same condition came on again, 
getting steadily worse, and, as he was dying, I 
decided to operate again. I opened up the wound 
again and explored the brain six more times 
with a slender cataract knife and found nothing. 
The man left the table in good condition and 
continued to improve, and today he is practically 
well with a slight cerebral hernia. I never found 
any pus, but ten days after the operation a slight 
amount of pus began to exude, and the only way 
I can account for that pus is that it sought the 
point of least resistance and worked its own way 
out. I am going to report the case later on. 


Dr. Sidney Israel, Houston, Texas.—The point 
mentioned by one of the essayists pertaining to 
the diagnostic use of the X-ray when dealing with 
affections of the sinuses is of interest in that 
while much valuable data can sometimes be ob- 
tained, one important factor must be observed, 
and that is that skiagraphy in this locality has 
certain positive limitations. To determine by 
means of the X-ray photograph alone that a sinus 
does or does not contain pus, resolves itself occa- 
sionally to rare or expert differentiation, and the 
experts are unfortunately in the minority. The 
most serious question to be interpreted is the de- 
termination between pus in a given sinus from 
merely a change in the mucous membrane lining 
of the sinus with no pus present, both of which 
conditions show differences in density when com- 
pared with a skiagraph of an unaffected sinus. 

The pathologic change in the mucous membrane 
lining the sinus and the developmental anoma- 
lies, including congenital absence of one or both 
sinuses, are the important factors to be kept in 
mind when the Roentgen ray has been sum- 
moned as an aid to correct diagnosis. 


Dr. J. H. Barnes, Enid, Okla.—I have just a 
little to say. The paper which I presented, that 
of a case of sinus thrombosis, was very interest- 
ing to me from the fact of it being a doctor’s boy 
and the doctor being a special friend of mine. 
The boy was one of my playmates in a way and 
it was a very interesting case, and I want to re- 
port this case for this fact, that so often diag- 
nosis is not made early enough in which to make 
our operation in time to save our patient’s life. 
However, this operation was done one week after 
the first symptoms came on. One point in the 
diagnosis was that the boy had gone through a 
previous attack a month before this, with exactly 
the same symptoms. He got well apparently and 
went back to school, then having the second at- 
tack, which we diagnosed as bacteremia from the 
symptoms as discussed here this morning, which 
misled us in the treatment of this special case 
and misled every consultant—and we had some 
good consultants, including Dr. Taber, of this city, 
who was one of them and was present and op- 
erated on the case at the time of the operation. 
He said to me—he asked me what I thought was 
the trouble with the boy, and I said: “He evi- 
dently has a lateral sinus thrombosis—that is, he 
has the evidence of bacteremia, and the sudden 
rise of the temperature, etc., certainly shows 
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that.” He asked me how many cases I had seen. 
“Well,” I said, “I have not seen more than three 
cases, but this is the fourth that I have seen of 
lateral sinus thrombosis.” This was then before 
the operation and he seemed to agree with me. 
That made me feel considerably better, because 
I was concerned in the welfare of the boy, and 
when we operated, as explained in the paper, 
with no apparent trouble outside of our cavity, I 
felt much better and thought the boy would get 
better, but the symptoms continued as before the 
removal of that clot, and in one week after the 
operation, two weeks from the time the boy was 
taken to me, the boy was dead. There was no 
symptom of abscess outside of his pain and the 
high fever. His breathing and pulse showed 
that he had meningitis. I wish to thank you for 
the privilege of presenting this case, and thank 
you very much for the attention. 


Dr. John H. Foster, Houston, Texas.—I want to 
thank the members for their attention. There are 
just one or two points that I want to take up 
for the moment. : 

First, the question was raised in regard to, in 
sinus thrombosis cases, of making routine prac- 
tice of primary ligature of the vein. That, of 
course, opens up a question and a very wide field 
for controversy. Personally, I have never been 
able to make up my mind to make a routine 
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practice of ligating the jugular vein before open- 
ing the. sinus in all cases. I do not think that 
where a small area of the sinus is apparently 
involved, where one can get at what appears to 
be all of the diseased wall, where one can get a 
free return flow in both directions, that it is nec- 
essary to ligate the jugular at the time. I know 
that in some cases, as in this one, it is necessary 
to go back and resect the jugular later, but in 
many cases it is not so. 

In regard to the use of the X-ray, I consider 
that’ wherever possible we ought to X-ray every 
case of suspected mastoid trouble. The X-ray 
findings require much more, of course, than the 
taking of a picture. It requires an expert to in- 
terpret that plate, but I think it is worth a very 
great deal to us in the intepretation of our symp- 
toms, and while it is to be accepted, as some of 
our confreres have stated, in very much the same 
sense in which we accept'the clinical microscop- 
ical findings, still it has been of greatest benefit 
especially in cases such as this one, and in the 
other case to which I alluded, where the pain is 
absolutely absent from the mastoid region, being 
referred to another part of the head. In both of 
these cases the X-ray showed exactly the extent 
of the involvment and also showed the beginning 
of the breaking down of this bony septa between 
the mastoid cells. 

I thank you very much. 
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EDITORIAL DEPARTMENT 


FRAUDULENT MAGAZINE SOLICITORS 


A band of criminals have been fleecing the pub- 
lic, and particularly the doctors, in several South- 
ern cities and states during the past two months. 
They usually go in pairs, very plausible young 
men or boys, who claim to be students working 
their way through college. They make the plea 
that the magazine agencies will give them a schol- 
arship in some college—usually located in the. 
state in which they are working—if they secure 
enough subscriptions. They claim to represent 
all magazines and medical publications and in or- 
der to get the scholarship propose to sell ‘sub- 
scriptions to any magazine or journal for less than 
the regular subscription price. They will also 
collect subscriptions when due. In Birmingham 
they collected money from several physicians for 
a number of different publications, including the 
Southern Medical Journal. They have also col- 
lected dues for the Southern Medical Association. 
We learned of their activities too late to catch 
them, though the police and detective departments 
of Birmingham made every effort to locate them. 
They were next heard from in Bessemer and Tal- 
ladega, working under different names and pro- 
posing to represent different agencies, but in each 
place they collected money for the Southern Med- 
ical Journal. They have also collected money for 
subscriptions to the Journal of the American Med- 
ical Association, Surgery, Gynecology and Obstet- 
rics, and other well known journals. Such crim- 
inals who prey upon the generosity of men should 
be in prison and it should be easy for some physi- 
cian to be Sherlock Holmes enough to detain 
them in their office until the police could investi- 
gate their record. If any physician should sus- 
pect solicitors for the Southern Medical Journal, 
or other medical journals, of being the parties 
described we would appreciate it if he will tele- 
graph the Southern Medical Journal, at our ex- 
pense, and we will wire the police department the 
desired information. It would be well for it to be 
announced at the meetings of medical societies 
that these fraudulent solicitors may work any 
city at any time so that physicians may be on the 
lookout for them. The Southern Medical Journal 
has only two solicitors in the field at this time, 
one of them being the highly respected Assistant 
Secretary of the Association, Miss Della J. Puri- 
foy, and the other Miss Onvie Moore, and also 
a few representatives of well known medical book 
publishing companies. The methods of this band 
of criminals are particularly reprehensible be- 
cause there are many worthy young men and 
young women, who are earning money to pay 
their way through college by securing subscrip- 
tions to magazines. 
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EDITORIAL 


CONGRESS AND MEDICAL PRE- 
PAREDNESS. 

The physicians in the South have been 
much concerned recently regarding the 
question of medical preparedness in the 
United States army. They -have not for- 
gotten that the dreadful mistakes in sani- 
tation during the Spanish-American war 
were due to the fact that there were not 
enough medical officers in the United 
States army to properly look after the 
volunteer troops in various concentration 
camps, particularly those near Jackson- 
ville, Miami, and at Chicamaugua. They 
realize that this lack of medical prepared- 
ness cost the lives of thousands of the 
fiower of our country’s manhood and gave 
the South a reputation for unhealthfulness 
which was undeserved. Consequently, 
when it was understood that legislation 
would be enacted providing for an increase 
in the United States army, the physicians 
of the South were interested in seeing to 
it that an adequate medical department 
of the United States army should be pro- 
vided. At the November meeting of the 
Southern Medical Association resolutions 
were adopted urging Congress to provide 
for an increase of from five medical of- 
ficers per thousand of enlisted men, the 
present ratio, to seven per thousand, the 
number advised by Surgeon General Gor- 
gas. Following this a number of city, 
county and state societies adopted similar 


resolutions which were sent to the Con- 
gressmen and Senators from the sixteen 
Southern states. 


After some deliberation the Congres- 
sional Committee on Military Affairs re- 
ported a bill for an army of 126,559 as the 
minimum enlisted strength, but provided 
Be it said 


for only 695 medical officers. 
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to their credit, however, when the physi- 
cians from various states informed their 
Congressmen and Senators of the dread- 
ful consequences in sickness and deaths 
that would surely follow in the proposed 
concentration camps if Congress failed to 
provide an adequate medical department 
of the regular army, the committee finally 
reported favorably upon all the recom- 
mendations made by Surgeon General 
Gorgas. It is presumed that the Senate 
will concur in the House bill. If so, the 
United States army will have the proper 
protection from infectious and contagious 
diseases both in war and in times of peace. 


Thus is recorded another victory for or- 
ganized medicine. Surgeon General Gor- 
gas and other officers in the medical corps 
of the United States army, even though 
they saw that a dreadful mistake was 
about to be made by Congress, could not 
by law make any effort to influence legis- 
lation; but various medical associations, 
by resolutions and by personal letters from 
their members, appealed to the Congress- 
men and Senators representing their 
states, pointing out to them the duty of 
Congress to protect the American citizens 
who might enlist in the United States 
army, and the mistake was corrected by 
the Congressional committee. 


The response to the editorial on ‘“Med- 
ical Preparedness” in the March number 
of THE SOUTHERN MEDICAL JOURNAL 
caused the Congressmen and Senators 
from the sixteen Southern states to be 
bombarded with letters and telegrams 
from their constituents in the medical 
profession urging them to adopt the sug- 
gestions of Surgeon General Gorgas. This 
hearty response to our appeal indicates 
that the members of the Southern Med- 
ical Association were pleased to do their 
part in enlightening Congress regarding 
the constructive legislation needed for an 
adeauate medical corps of the United 
States army. 
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THE ADVANTAGES OF MEDICAL 
ASSOCIATIONS. 


In an elegant, inspiring address de- 
livered at the meeting of the Tri-State 
Medical Society of Virginia and the Caro- 
linas, on “The Advantages of Medical As- 
sociations,” Dr. Edward C. Register, of 
Charlotte, N. C., its President, used the 
phrase “intellectual confluence” to describe 
the quickening of medical thought result- 
ing from the articles and discussions heard 
in medical associations, whatever their size 
or affiliations. The address is a polished lit- 
erary gem, worthy of study and preserva- 
tion, and the subject is one that should 
secure the thoughtful consideration of 
every one who essays to practice medicine 
or surgery. For unless one is to secure 
an advantage of some kind by doing so, 
what is the use of going to the trouble 
and expense of traveling from home, en- 
during hotel life, risking the loss of pa- 
tronage by absence, and making an utter 
break in the routine of one’s existence? 
Yet the fact that medical societies are 
steadily growing in numbers and attend- 
ance proves that those who affect them and 
continue their interest from year to year, 
leading their friends to do the same, must 
find some kind of profit in them or they 
would not exhibit such constancy. From 
the nature of the case that profit must con- 
sist either in social pleasure or increased 
reputation, resulting in extended patron- 
age or in added professional knowledge 
that gives greater professional ability, or 
a chance to discuss with a sympathetic 
audience features in practice that seem 
new to them, with their successes or fail- 
ures, or simply the thrill of personal com- 
panionship with one’s peers. One or the 
other of these features must be the chief 
inducement. The truth is that whether 
consciously or unconsciously the visiting 
physicians feel that several or all of these 
items combine to render almost irresist- 
ible the desire to participate in every ses- 


sion of their favorite association. No 
matter how eminent they may be, they re- 
turn to their homes enriched with new 
friendships, new ideas, loftier ambitions 
and a sense of increased power and ability 
to meet and successfully cope with what- 
ever emergencies may confront them. 
From every part of the country and from 
all sorts and conditions of medical men 
there has been a “confluence” of ideas and 
experiences that could have been accom- 
plished in no other way. True the med- 
ical journals publish the articles and dis- 
cussions, but reading them bears the same 
relation to those discussions as vitalized 
by personal presence as a well written let- 
ter from one friend to another does to 
the same matter communicated by word 
of mouth. This mingling and discussion 
of theories and experiences fresh from 
the sources of inspiration is the present 
glory of our profession and the guaranty 
of its continued advance along the paths 
of positive knowledge to the ultimate goal 
of the eradication of the preventable dis- 
eases. 


THE APRIL AND MAY MEETINGS OF 
STATE MEDICAL ASSOCIATIONS. 


The advantages of attending the meet- 
ings of state medical associations do 
not need to be discussed. Aside from its 
being to his personal interest, the physi- 
cian should consider it a duty to meet and 
mingle with his fellow practitioners in his 
state once a year. April and May seem to 
be the best months for holding the state 
meetings and a number of Southern States 
will hold their sessions during these 
months. The wise and progressive physi- 
cian will make every effort to attend his 
state meeting. All of the state associa- 
tions have interesting and instructive pro- 
grams as well as most attractive social 
features for their 1916 meetings. 

The following is a list of the dates with 
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the places of meeting of state medical asso- 
ciations that hold their sessions in April 
and May: 


Tennessee—Knoxville, April 3-4-5-6. 
Pres., E. C. Ellett, Memphis; Secy., Olin West, 
Nashville. 

Alabama—Mobile, April 18-19-20-21. 
Pres., J. N. Baker, Montgomery; Secy., H. G. 
Perry, Montgomery. 

Georgia—Columbus, April 19-20-21. 
Pres., W. S. Goldsmith, Atlanta; Secy., W. C. 
Lyle, Augusta. 

Louisiana—New Orleans, April 18-19-20. 
Pres., J. C. Willis, Shreveport; Secy. L. R. De- 
Buys, New Orleans. 

North Carolina—Durham, April 18-19-20. 
Pres. M. H. Fletcher, Asheville; Secy., B. K. 
Hays, Oxford. 

South Carolina—Charleston, April 18-19-20. 
Pres., G. A. Neuffer, Abbeville; Secy., E. A. 
Hines, Seneca. > 

Maryland—Baltimore, April 25-26-27. 
Pres., J. W. Williams, Baltimore; Secy., J. I. 
France, Baltimore. 

Arkansas—Texarkana, May 2-3-4. 
Pres., J. C. Wallis, Arkadelphia; Secy., C. P. 
Meriwether, Little Rock. 

Florida—Arcadia, May 10-11-12. 
Pres., R. H. McGinnis, Jacksonville; Secy. G. E. 
Henson, Jacksonville. 


Mississippi—Greenville, May 9-10-11. 


Pres., I. W. Cooper, Newton; Secy., E. F. How- . 


ard, Vicksburg. 

Missouri—St. Joseph, May 8-9-10. _ 
Pres. C. R. Woodson, St. Joseph; Secy. E. J. 
Goodwin, St. Louis. 

Oklahoma—Oklahoma City, May 9-10-11. 
Pres., J. H. White, Muskogee; Secy. C. A. 
Thompson, Muskogee. 

Texas—Galveston, May 9-10-11. 
Pres., G. H. Moody, San Antonio; Secy., Holman 
Taylor, Ft. Worth. 

West Virginia—Wheeling, May 16-17-18. 
Pres., A. P. Butt, Davis; Secy., J. H. Anderson, 
Marytown. 


INTENSIVE COMMUNITY HEALTH 
WORK. 


In the symposium on Public Health and 
Sanitation at the ninth annual meeting of 
the Southern Medical Association, at Dal- 


las, some very important papers were pre- 
sented for consideration. Though they 
appeared in full in the March number of 
THE JOURNAL, yet the subject is so ger- 
main to the general trend of public in- 
terest that some editorial comments upon 
them would seem not to be out of place. 
The article on “Intensive Community 
Health Work,” read by Dr. John A. Fer- 
rell, Assistant Director General of the In- 
ternational Health Commission, New York 
City, was a forcible presentation of the 
subject, and no subject could be more im- 
portant. The science of the preservation 
of human health aims not only at our im- 
mediate well being, but also at the welfare 
of generations unborn, and may ultimately 
decide the fate of the nation. 

Lacking health a nation lacks stamina, 
and history shows that such peoples fall 
a ready prey to a hardier race. Thus 
Egypt, exsanguinated by the malarial par- 
asite, promptly succumbed to the attacks 
of the mountaineers of Greece. When, 
with their triumphs, the soldiers of Alex- 
ander carried home in their veins the aes- 
tivo-autumnal parasites, they inoculated 
their race with the seeds of future de- 
struction. When the Romans in their turn 
conquered Greece, they carried home with 
them not only Grecian learning, but also 
the malarial fevers that finally drove them 
from their proud city to a new home on 
the Bosphorus. 

The only thing that saved the peoples 
from utter degeneration during the last 
few centuries was the discovery of cin- 
chona. The general lack of cleanliness 
among the common people of the races 
mentioned, and their ignorance of hy- 
gienic laws had made them an easy prey 
to every infection or epidemic, so that 
even before the introduction of malaria 
their death rate was enormous. Modern 
sanitation proposes to change for the bet- 
ter even present conditions, though, as it 
is, they are far superior to those of for- 
mer generations. Step by step an organi- 
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zauion has grown up until now, counting 
trom the United States Public Health 
Service downward it permeates the civil 
government of almost every state, county 
and municipality in the country, all work- 
ing harmoniously together to protect the 
health of the people. It is easy to see 
that such an organization, properly han- 
dled, is capable of achieving an immense 
amount of good. In his article Dr. Fer- 
rell describes the work done by certain 
state boards of health in their successful 
efforts to eradicate hookworm in their 
territory. He shows that by concentrat- 
ing their efforts upon a series of com- 
munities they accomplished their object. 
Three communities, perhaps of different 
sizes, constituted a series, and ninety days 
were allotted to each series wherein the 
county health officer, a field director from 
the state board, and three assistants con- 
duct the work in the three communities 
simultaneously. Then another series is 
treated, and so on throughout the infected 
territory. Meanwhile the local county 
health officers have qualified themselves to 
carry on the work, always receiving aid 
and counsel from the state board when it 


is asked for. 


In another article Dr. J. Howell Way 
President of the North Carolina State 
Board of Health, presented a _ similar 
though modified plan with many excellent 
features. Its foundation was the employ- 
ment of an all-time health officer in each 
county and the county is the unit upon 
which the efforts of the health organiza- 
tion is concentrated. In some parts of 
his state the plan is already in successful 
operation. 

The counties contribute a certain sum 
of money and the State Board supplies 
the remainder as well as furnishing the 
necessary amount of expert assistance. 
The result is that every all-time county 
health officer is in a position to conduct 
the sanitary affairs of his county without 
outside assistance, but that office, paying 


a good salary for a good man, is indis- 
pensable. 

‘Dr. R. N. Whitfield, Assistant Director 
of Public Health and Sanitation in Miss- 
issippi, wrote on “Sanitating a Rural 
Home,” and gave a plan for supplying 
such a home with all the modern facili- 
ties for comfort and sanitation, entirely 
independent of municipal or other public 
water plants, and the cost is within reach 
of the most moderate means. 


THE ALABAMA ALL-TIME COUNTY 
HEALTH OFFICER. 


The all-time county health officer move- 
ment, now becoming so generally popu- 
lar, is, so far as the public welfare is con- 
cerned, one of the most important ad- 
vances of recent date. It is valuable not 
only because it tends to protect the citi- 
zens from illness, but because it also will 
be one of the most potent agencies for in- 
creasing the wealth and population of the 
states. States are built up more by im- 
migration than by childbirth. The new- 
comer brings energy, enterprise and 
money. He opens new farms, rears new 
factories, establishes new banks. But he 
does not come to states with records of 
unhealthfulness. He will not subject his 
family to danger from malaria or typhoid. 
Hence the work of the all-time county 
health officer is efficient as an immigra- 
tion inducement. The fact that such an 
officer is employed will sometimes be the 
deciding point when two attractive regions 
are in competition. 

The laws of Alabama provide for the 
appointment and maintenance of two 
classes of county health officers, one desig- 
nated as “a county health officer who de- 
votes only a part of his time to the duties 
of his office,” the other as “a county health 
officer who shall devote all of his time to 
the duties of his office.” It is of the latter 
class that this article speaks. 
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There is only one authority in the state 
of Alabama that can legally designate a 
health officer. That authority is the 
county board of health, otherwise known 
as the County Medical Society. 


When the board of county commission- 
ers or the county board of revenue decides 
to.employ an all-time health officer it no- 
tifies the president of the county board 
of health to call a meeting of his board, 
at which the present incumbent is removed 
from his position of county health officer, 
and a county health officer who shall de- 
vote his entire time to the duties of his 
office is elected. The retiring health of- 
ficer is eligible for election. 


The law specifically prescribes the du- 
ties of the all-time county health officer. 
Briefly, they are as follows: He is to de- 
vote his entire time to the duties of the 
office and under no circumstances engage 
in private practice. He must have an of- 
fice in the court house if one is available; 
must visit repeatedly, if possible, all cases 
of contagious or infectious diseases that 
occur in the county and prescribe and en- 
force measures to prevent their spread; 
must make special efforts to locate cases of 
tuberculosis or pellagra, particularly in- 
cipient cases, and urge curative and pre- 
ventive measures. At least once a year 
he must inspect the schools and their 
sanitary arrangements, correcting the 
latter where defective; must examine the 
pupils for defects of sight or hearing and 
for disorders or diseases that may inter- 
fere with their progress and report such 
to the parents. He must teach proprie- 
tors of slaughter houses, dairies, grocery 
houses, hotels, lunch stands, and the peo- 
ple at large, the importance of protecting 
food from dust and insects, especially 
from flies; must teach the people by lec- 
tures and newspaper articles the causes 
and the modes of prevention of diseases, 
especially referring to flies, mosquitoes, 
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rats, fleas, ticks and other vermin; and 


‘must show the people how to make their 


homes sanitary. All public buildings and 
all enterprises employing many persons 
are under his official supervision. 

The foregoing comprises in condensed 
form a list of the duties of the all-time 
county health officer in Alabama, and if 
he be an active, energetic man he can 
perform them satisfactorily, but he will 
find occupation for every moment of his 
time. The work demands an initiative that 
needs no precedents, an enthusiasm that 
delights in overcoming difficulties, a tact 
that draws instead of drives, and a cour- 
age that can ignore, and if necessary defy, 
political influence when it interferes with 
the welfare of his county. 


If in any county whose authorities de- 
cide to employ an all-time health officer 
there should happen to be no physician 
competent and willing to do the work for 
the salary they propose, there is no rea- 
son why a doctor from some other county 
or state should not be employed. The 
movement should have its incipiency in 
the society. It should send its president 
and board of censors to confer with the 
county commissioners, and lay before them 
the reasons for such action, and endeavor 
to induce them to provide a salary that. 
will be adequate as an inducement to and 
a support for a well-prepared sanitarian. 
Every county. medical society in Ala- 
bama that has not yet so acted will serve 
its county and the state truly and well by 
making the effort without delay. 


Two years ago by united effort, the phy- 
sicians of Walker County succeeded in con- 
vincing their county commissioner of the 
need for appropriating three thousand dol- 
lars a year to secure the services of an all- 
time health officer. Be it said to their 
credit, the members of the Walker County 
Medical Society had the wisdom and the 
courage to eschew politics and to elect a 
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physician who had never lived in the 
county, but one who had been trained in 
sanitary work. The results accomplished 
by Dr. Grote in the past two years are re- 
markable and, if human lives and health 
have a money value, he has saved Walker 
County many times the amount of his sal- 
ary and has placed it among the foremost 
counties in the United States in the uplift 
of its citizens. In this number of the Jour- 
nal, page 320, is given a summary of the 
work by this all-time county health officer 
for the past two years. We commend its 
careful study to all physicians who desire 
the conservation of the health and lives of 
their fellow citizens. It should convince 
any one of the necessity for an all-time 
health officer in every county, in every 
state in the Union. 

The physicians of Tuscaloosa County, 
about a year ago, persuaded their commis- 
sioners to appropriate money for an all- 
time health officer and Dr. Durrett, a grad- 
uate of Harvard, was brought from Flor- 
ida to fill that position. Dr. Durrett’s work 
has been so successful that, as a business 
proposition, the city and county of Tusca- 
loosa have given him as an all-time assist- 
ant, a graduate sanitary engineer, and it is 
proposed to eradicate malaria and typhoid, 
as well as to. protect the citizens from all 
other preventable diseases, in the county 
in which Alabama’s great University is 
located. 

The medical profession of every state in 
the union should unite in working for all- 
time health officers. With a trained sani- 
tarian in every county in the South, ma- 
laria, which has given our region the rep- 
utation for being unhealthful, can soon be 
eradicated. When that is accomplished 
the stream of emigration will be turned 
Southward and with the development of 
our wonderful agricultural and mineral 
resources will come a prosperity that will 
make the South the region of the earth su- 
premely blest. 


AMERICAN-MADE SALVARSAN (AR- | 
SENOBENZOL). 


Since the beginning of the European 
conflict, it has become more and more dif- 
ficult to obtain that boon to humanity and 
promoter of public health, salvarsan. 
Fabulous prices have been charged for 
this almost indispensable drug and many 
have been deprived of its use altogether. 

Dr. Jay F. Schamberg, Director of the 
Department of Dermatological Research 
of the Philadelphia Polyclinic, while en- 
gaged in some experimental work on the 
arsenical compounds, incidentally repro- 
duced salvarsan and a number of allied 
arsenobenzol products. Feeling that no 
court of equity would issue an injunction 
against the manufacture and sale of a 
drug so necessary to the saving of life 
and the conserving of the public health at 
a time when such drug could not be sup- 
plied by the patentees, the director of the 
laboratories has decided to offer this prod- 
uct to the profession. 


In a late issue of the Journal of the 
American Medical Association an article 
appeared reporting the results obtained by | 
the use of the drug as it is distributed by 
the Philadelphia laboratories. The news 
that an efficient duplicate of the German- 
made product is readily obtainable in this 
country will be welcomed by both physi- 
cians and laity. 


There is not money enough to buy a line 
of editorial space in THE SOUTHERN MED- 
ICAL JOURNAL, but we feel that our thou- 
sands of readers are interested in obtain- 
ing salvarsan so that, without any request 
from the manufacturers, but at the sug- 
gestion of a progressive and broad-minded 
Birmingham physician, we announce that 
arsenobenzol may be obtained at $2.50 
for 0.4 gram from the Dermatological Re- 
search Laboratories, 1818 Lombard street, 
Philadelphia, Pa. 
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THE DEATH OF DR. RODMAN. 


The news that Dr. W. L. Rodman, Pres- 
ident of the American Medical Associa- 
tion, had died of pneumonia, after a brief 
illness at his home in Philadelphia, came 
as a great shock to his thousands of 
friends throughout the South. It had 
been but a short time since many of us 
had seen him in the full power of vigorous 
manhood at the Dallas meeting of the 
Southern Medical Association. His paper 
on that occasion before the Section on Sur- 
gery on “Ulcer of the Stomach” was con- 
sidered one of the ablest contributions to 
the surgical treatment of gastric ulcer. 
His address before the general session on 
the proposed increase in the medical de- 
partment of the United States army was 
authoritative and convincing. Having 
been a surgeon in the United States army 
and knowing the needs of its medical 
corps, he presented the resolutions urging 
Congress to provide for an adequate med- 
ical department of the army. Dr. Rod- 
man, on the same occasion, discussed an- 
other subject which might almost be 
called the child of his brain, “The National 
Board of Medical Examiners,” and it was 
due to his influence, more than to any 
other man, that such a board has been 
created. His eloquent address at the ban- 
quet given the visiting physicians by the 
Dallas profession was a gem of oratory 
and breathed a spirit of affection for the 
medical profession in Texas—a state in 
which he had lived—as well as for the 
physicians in the South and of the nation. 


Dr. Rodman was born and reared in 
Kentucky and practiced his profession for 
many years in Louisville. He always 
spoke with pride of being a Southerner. 
Dr. Rodman attained great distinction as 
a surgeon. He was Professor of Surgery 
in the Medico-Chirurgical College of Phil- 
adelphia, where he also enjoyed a very 
large practice in general surgery. His 
operation for cancer of the breast is 
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known wherever surgery is practiced, and 
he made many valuable contributions to 
medical literature. In recognition of his 
prominence in the medical affairs of the 
nation he was in 1914 elected President of 
the American Medical Association. 

Dr. Rodman was one of the greatest 
American surgeons and was beloved by 
the thousands who knew him. In his 
death the medical profession loses one of 
its ablest members and a leader who had 
large plans for the development of Ameri- 
can medicine. He ardently favored a Na- 
tional Department of Public Health, but 
realized that the time was not propitious 
for urging such legislation before Con- 
gress, though his friends knew that at the 
auspicious moment he intended, with all 
the ardor of his fervent nature, to work 
for what he believed to be the greatest 
need of the nation. Dr. Rodman is sur- 
vived by his widow, two daghters, Miss 
Virginia Rodman and Mrs. Lincoln God- 
frey, Jr., and his distinguished son, Dr. 
J. S. Rodman, who was associated with 
his father in the practice of surgery. 


THE MEDICAL COLLEGE OF THE 
STATE OF SOUTH CAROLINA. 


Two years ago the Council on Medical 
Education of the American Medical As- 
sociation reported that the medical schools 
of the South, more than any other section 
of the country, had made the greatest 
progress in raising their standards. Many 
Southern medical schools have gone out 
of existence and many more have merged 
with other medical colleges to form strong- 
er and better endowed institutions until 
today there are very few medical colleges 
of low standard in the South. Perhaps 
no medical school in the region known as 
the South has hada larger development 
along broader lines than the Medical Col- 
lege of the State of South Carolina located 
at Charleston. Indeed, Dr. Robert Wil- 
son, Jr., its Dean, and his confreres, have 
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achieved remarkable progress in medical 
education. It is, therefore, gratifying to 
the friends of this institution and to the 
medical profession generally that the 
splendid work which has been done by 
this school has been recognized by its hav- 
ing been placed in Class A in the recent 
classification of the Council on Medical 
Education of the American Medical Asso- 
ciation. Further recognition of the stand- 
ing of the Medical College of the State of 
South Carolina among medical educators 
is its election to membership in the Amer- 
ican Association of Medical Colleges. A 
few years ago this institution was an inde- 
pendent medical school, but Dr. Wilson 
and his confreres succeeded in having it 
made a state institution and the South 
Carolina legislature appropriated a con- 
siderable sum for its buildings, equipment 
and maintenance. The citizens of Charles- 
ton raised a large amount of money as an 


endowment to the Medical College of the | 


State of South Carolina and also erected, 
and placed in charge of the college faculty, 
the splendid Roper Hospital. With such 
great improvements in its medical school 
a brilliant future for medical education in 
South Carolina is assured. 


THE COMPARATIVE SIZE OF THE 
SOUTHERN MEDICAL JOURNAL. 
The desire to be appreciated is always 

laudable, therefore a few words calling 

attention to the size, and amount of read- 
ing matter, presented by this JOURNAL 


as compared with some other journals 
whose subscription price is much greater 
than ours may be allowable. For we say 
to our readers: This is your JOURNAL. 
it is your contributions and your money 
that have made it, and we want you to be 
proud of the work of your hands! A re- 
cent analysis of one of the most preten- 
tious medical monthlies published in this 
country, one that presents a much more 
impressive appearance than yours because 
of thick paper and small letter pages, 
shows that there are 164 pages. Upon 
each page there is an average of . 360 
words, in 10-point type, leaded. This 
amounts to 59,040 words in the entire 
journal. Placed side by side, your JOUR- 
NAL seems to be only about half as large, 
but a careful analysis reveals 93 pages 
with 57 lines of 10-point type solid, and 
14 words to the line. This amounts to 
74,214 words in the entire issue, if it were 
all printed in 10-point type; but the dis- 
cussions and abstracts are in 8-point solid, 
which gives 300 more words to the page. 
In other words, your JOURNAL contains 
more than 25% more matter than the 
high-priced journal, and costs about half 
as much. 

Moreover, the quality of your articles, 
printed in your JOURNAL, is not surpassed 
in practical value by those in the appar- 
ently larger publication. This is a large 
claim, but we will give the name of the 
journal in question to any subscriber who 
asks for it, and he can count for himself. 


BOOK REVIEWS 


Cancer of the Stomach. A Clinical Study of 921 
Operative and Pathologically Demonstrated 
Cases, by Frank Smithies, M.D., Gastroenterolo- 
gist to Augustana Hospital, Chicago; with a 
chapter on the Surgical Treatment of Gastric 
Cancer, by Albert J. Ochsner, M.D., Professor 
of Clinical Surgery in the University of Illinois. 
Octavo of 522 pages with 106 illustrations. 
Philadelphia and London: W. B. Saunders Com- 
pany, 1916. Cloth, $5.50 net; half morrocco, 
$7.00 net. 

This monograph is essentially an analysis of 
the facts observed in the study of a large.group 


of cases of gastric cancer and is a very complete 
presentation of the subject. The author goes 
quite extensively into the pathology, symptoma- 
tology and diagnosis and offers some interesting 
data in the chapter on the Significance of Gastric 
Ulcer with Respect to Gastric Cancer. Explora- 
tory laparotomy is urged in all cases of recurring 
chronic calloused ulcer and, basing his plea on the 
fact that in such a great proportion of these ulcers 
microscopic alterations lying in the tissue at the 
edges and base is the only sign of malignancy, he 
advocates routine excision. The stand is taken 
that the X-Ray is seldom of diagnostic value since 
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it too is doubtful in clinically dubious cases; its 
use, however, is admitted to define the extent of 
involvement and complications existing and in 
this capacity to indicate the advisability of surgi- 
cal interference. Dr. Ochsner’s chapter on the 
surgical treatment of this condition presents the 
operative technique in detail and is illustrated by 
very comprehensive cuts. The information con- 
cerning the pre- and postoperative management is 
also valuable. This is a valuable addition to the 
literature on a subject which has been so prom- 
inent in medical thought and discussion. 


The Mulford Digest. Vol. III., No. 2. 
The Journal acknowledges the receipt of a truly 
elegant publication of some fifty pages bearing the 
above name. It is illustrated with numerous en- 
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gravings delicately tinted in natural colors, they 
being accurate copies of photographs in color 
taken by the latest improved'process. They rep- 
resent landscapes, buildings, animals, laboratory 
equipments and there are, two pictures showing 
the difference between the luetin reaction in a 
case in the secondary stage of syphilis and in an- 
other of hereditary syphilis. Every color, shade 
and tint is an exact representation of typical, posi- 
tive luetin reactions in such cases. 

Though the booklet is intended to describe and 
illustrate the Mulford preparations it has an edu- 
cational value far greater than its advertising 
features and which entitles it to the consideration 
of this Journal notice. 

It is published by H. K. Mulford Company, Phila- 
delphia, and sent free to physicians upon request. 


SOUTHERN 


ALABAMA. 

At Gadsden Dr. Camp, County Health Officer, 

showed in his annual report that more deaths 
resulted from pneumonia than from any other 
disease, there being 30 from that cause, 7 from 
tuberculosis, 7 from heart failure, 7 from cancer, 
5 from typhoid fever, 5 from pellagra, and 5 
from paralysis. There were 1,005 births and 449 
deaths in the county. 
- The city budget for Mobile provides $11,000 
to meet the expenses of the health department 
for the fiscal year. The police department pro- 
vides an officer at its own expense for guarding 
the water front against the introduction from 
ships of rats possibly infected with plague. 

At Montgomery, the Anti-Tuberculosis League 
reported, March 3d, that in one week 28 new 
members had subscribed and $383 in cash was 
collected. 

At Huntsville, March 6th, Dr. T. E. Dryer, City 
Health Officer, resigned the office, as no salary 
was atached to the position and the duties re- 
quired a great deal of his time. The Madison 


County Medical Society accepted his resignation . 


and declined to elect a successor, as no member 
would accept the honor. 

State Health Officer, Dr. W. H. Sanders, has 
mailed letters to all health officers of the state 
calling attention to the importance of this phase 
of their work, and to all doctors in the state call- 
ing upon them for prompt and complete reports 
as required by law. 

At Mobile the “Better Baby’ movement has 
been enthusiastically supported. In one week 
more than fifty babies were weighed and exam- 
ined and short lectures were delivered by promi- 
nent nurses and physicians. 

The Lee County Medical Society has elected 
the following officers: President, Dr. Isham 
Kimball, Auburn, Ala.; Secretary-Treasurer, Dr. 
M .D. Thomas, Opelika, Ala.; County Health Of- 
ficer, Dr. C. H. Cooper, Opelika, Ala. 

The sixth mid-year meeting of the Medical Sec- 
tion of the American Life convened at the Tut- 
wiler Hotel, Birmingham, Ala., on March 1, 2 and 
3, Dr. Whitfield Harral, chairman. The selection 
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of the next place of meeting was not made, but 
Richmond has issued an invitation. The following 
officers were elected for the ensuing year: Chair- 
man, Dr. F. W. Foxworthy, Medical Director Indi- 
ana National Life, Indianapolis, Ind.; Vice-Chair- 
man, Dr. J. P. Lumer, Jefferson Standard Life, 
Greensborough, N. C.; Secretary, Dr. F. L. B. 
Jenney, Federal Life Insurance Company, Chi- 
cago; Board of Managers, the three above-men- 
tioned and Dr. G. W. Wollen, American Central 
Life, Indianapolis, Ind; Dr. C. M. McCord, Minne- 
sota Mutual Life, St. Paul, Minn. 


Deaths. 


On March 3d Dr. James L. Darwin, of Hunts- 
ville, died in Memphis of heart disease. 

At Montgomery, Feb. 15th, Dr. Neil Baker 
Sewell, of Buyk, aged 64, died in an infirmary. 

At Clinton, Dr. Samuel Mathews, who gradu- 
ated in medicine at Mobile last June, receiving 
the highest prize, dropped dead from excitement 
while cranking his car to hurry to the home of 
his mother, which was in flames some distance 
away. 


ARKANSAS. 


At Prescott, February 26th, Dr. Mento Bell, of 
Blevins, was operated upon for pressure on the 
brain, and improved as a result. Dr. William 
Sharpe, a neurologist of New York, performed the 
operation. 

At a meeting of the Social Service Club at the 
Little Rock City Hospital, Dr. F. B. Young, for- 
mer superintendent of the State Hospital for 
Nervous Diseases, in an address stated that pel- 
lagra had spread more rapidly than any other 
disease in Arkansas in the last few years and 
constituted a growing menace to the public 
health. In 1909 there were only a few cases in 
the state. In 1915 the number was estimated at 
between 12,000 and 15,000. He considered the 
disease infectious to a certain extent. 


Deaths. 


At Fort Smith, February 21st, Dr. G. W. Smith 
died at his home, aged 76. 
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At Little Rock, February 22d, Dr. W. H. Lennox, 
of Rogers, died at the home of his daughter, Mrs. 
John R. Frazer, at the age of 79. 

At Bentonville, Feb. 22d, Dr. N. B. Cotton died 
at his home, aged 69. 


FLORIDA. 


At Pensacola bacteriological tests of oysters 
taken from Bayou Texar have shown that they 
are contaminated with colon bacteria, probably 
from the Romana street sanitary sewer which 
empties into the bayou. There are cases of ty- 
phoid fever in Pensacola supposed to be caused 
by the infected oysters. Citizens are advised by 
Dr. S. R. M. Kennedy, member of the State Board 
of Health, to eat no oysters in the raw state. 

Registrars in Florida complain of suffering in- 
convenience by the failure of physicians to 
promptly file certificates of births and deaths, 
as required by the state law for.vital statistics. 

The National Anti-Tuberculosis League, accord- 
ing to Dr. M. A. Vise, their representative, is ask- 
ing the county commissioners of Hillsborough 
county to donate enough land on which to con- 
struct a tuberculosis hospital, and Dr. Vise pro- 
poses that the league will donate $6,000 with 
which to erect the institution. 

The State Board of Health is supplying anti- 
typhoid vaccine and other antitoxins to the peo- 
ple at greatly reduced rates, distributing them to 
pharmacists and allowing them to charge only 
25% on the actual sales. The prices are printed 
on the packages. The indigent receive them free 
of cost. 


GEORGIA. 

Decatur has led in the sale of Red Cross seals 
in Georgia in the 1915 campaign, exceeding the 
per capita sales of Atlanta by nearly two to one, 
the figures being, per capita, 5.5 for Decatur and 
2.58 for Atlanta. There was a net increase of 
receipts in the state of over $2,000 above the 
receipts of 1914. Of this money 10% of the entire 
sum goes to the national association, 10% to the 
general state fund, while 80% is used by the local 
organization. 

At Atlanta, March 6th, Dr. M. C. Martin was 
elected by the council unanimously to the posi- 
tion of City Prison Physician. 

At Atlanta, Dr. S .H. Green, holding the rank 
of captain for twenty-three years in the Fifth 
regiment, National Guard of Georgia, has retired 
from active service to become a member of the 
state medical reserve corps. 

The physicians of Atlanta are making an ef- 
fort to secure a bond issue of $500,000 to make 
needed improvements and enlargements at Grady 
Hospital. 

Dr. Emory Park, of the State Board of Health, 
has visited Thomasville, and recommends that 
the grand jury appoint a district health commis- 
sioner to supervise the work of sanitation in the 
county. 

At Moultrie, late in February, Dr. W. W. Mas- 
sey and Dr. Dunn were thrown from their over- 
turned car while hurrying to an urgent surgical 
case and Dr. Massey was painfully amneee. 


At Savannah, March 11th, Dr. J. A. Usher was 
called by telephone, but on arriving at the speci- 
fied place found no patient. He immediately re- 
turned to his office and saw a negro man with 
a bundle retreating from a door in the rear of his 
residence. He fired after the retreating burglar, 
but failed to stop the man with his plunder. 

The superintendent of county schools in Floyd 
county has offered two gold medals to the two 
pupils who write the best articles on health sub- 
jects. The U. S. Public Health Service began 
a health survey of the county on March 18th. 

Deaths. 

On March 14th Dr. Bernard Wolff, of Atlanta, 
died at his home, aged 48. 

On Feb. 20th Dr. Oscar Morris, of Rockmart, 
died at his home. 

On Feb. 12th Or. Oscar G. Singleton, of Fort 
Valley, aged 58, was instantly killed by the over- 
turning of his car. 

On Feb. 12th Dr. Thomas L. Deckle, of Thom- 
asville, aged 73, died at his home from pneumo- 
nia. 

On Feb. 4th Dr. W. D. Wright, Powder Springs, 
aged 66, died at his home from cerebral hemor- 
rhage. 

On Feb. 13th Dr. Eugene H. Brice, of Atlanta, 
aged 25, died at sea and was buried in the gulf. 


KENTUCKY. 

At Madisonville, March 4th, the free clinic for 
the treatment of trachoma completed its work 
and closed. Fifty cases were examined and fif- 
teen operations were performed. 

At Louisville, the County Health Officer and 
patrolman are continuing their war on unmuz- 
zled dogs roaming at large. Over 15,000 dogs 
have been picked up and dispatched during the 
last four years, yet cases of rabies occasionally 
appear. It is more serious in the country than in 
the city. 

At Paris, Dr. A. H. Keller, Town Health Officer, 
has directed that a number of bodies interred in 
the Paris colored cemetery be taken up and re- 
interred at the depth required by law. Dr. Kel- 
ler states that for some time the dead in this 
cemetery have been bried with only a few inches 
of dirt covering the box. 

At Maysville, Feb. 26th, the doctors of Lewis 
county organized a medical society, electing Dr. 
L. A. Grimes, President; Dr. P. B. Ginn, Vice- 
President; Dr. H. M. Bertram, Secretary-Treas- 
urer. 

At Madisonville, Feb. 25th, Dr. R. F. Robinson, 
second assistant physician at the Western State 
Hospital, resigned his position to take up the reg- 
ular practice of medicine. f 

At the meeting of the Winchester Board of Ed- 
ucation, Feb. 25th, Dr. George Doyle was elected 
Physical Examiner of the pupils of the public 
schools for all of next year. 

At Louisville, the Board of Trustees of the 
Highland Park Graded School, sought an injunc- 
tion against the County Board of Education from 
enforcing vaccination of school children. Judge 
Samuel B. Kirby overruled the motion, and an 
appeal was taken to the appellate court. 


(Continued on page 22) 
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(Continued from page 382) 
At Henderson, Feb. 10th, Dr. James H. Letcher 


- resigned his position as a member of the County 


Board of Health, giving pressure of private busi- 
ness as his reason. 

Drs. C. A. Fish and J. G. South, both of Frank- 
fort, upon returning from a meeting of the State 
Board of Health, report that the licenses of two 
physicians, one white and one colored, were re- 
voked by the board for illegally prescribing. 

Deaths. 
At Versailles, Feb. 22d, Dr. Hiram R. Arnett, 


aged 82, died after a long illness. 
At Louisville, Feb. 21st, Dr. Loomis Blanton, 


aged 33, died at his home. 

At Beech Grove, Feb. 20th, Dr. P. W. Cooper 
died sudenly of heart failure. 

On Feb. 14th, at Robards, Dr. Elijah Arnett 
died at his home, aged 68. 

At Louisville, March 11th, Dr. J. K. Van Ars- 
dale died at the home of his son, aged 67. 

On Feb. 18th, Dr. Henry Ford, of Paducah, aged 
80, died at the home of his daughter, Mrs. Laura 
King. 

On Feb. 4th Dr. Lewis A. Davis, of Berea, died 
at his home, aged 41. 

On Feb. ith Dr. Charles E. Scholes died at his 
home in Lowes. 


LOUISIANA. 


In New Orleans all school children who have 
never been vaccinated, or at least since seven 
years ago, must be vaccinated before they can 
enter the public schools. The number thus liable 
is estimated at 800. 

A city ordinance recently passed requires the 
owners of vacant squares and unused lots to keep 
the weeds out. The directors of the Louisiana 
State Hay Fever Prevention Association have 


arranged to have this work done for the privi-' 


lege of having the land used temporarily for cul- 
tivation. They are to be used in connection with 
the public schools to teach the children element- 
ary knowledge of growing vegetables, fruits and 
flowers. 

An addition has been made in the rear of the 
main building of the Charity Hospital. It will 
accommodate 25 tubercular patients. 

Mrs. Walter Flower, chairman of the health 
crusade of the Anti-Tuberculosis League, reports 
that the league is earnestly in favor of obtaining 
the old Mint building for the establishment of 
a home for third-stage consumptives. 

On Feb. 12th the City Board of Health ordered 
the closing of the Milneburg kindergarten school 
because of the discovery of a case of diphtheria 
in the family of the man who is keeper of the 
building and grounds. 

At Shreveport, at the request of Dr. G. C. Chan- 
dler, City Health Officer, Mayor §S. A. Dickson 
has issued a proclamation establishing March 
19th to 25th, inclusive, as home-screening and 
cleaning-up week. 

The Fourth District Medical Society, compris- 
ing the physicians in the four congressional dis- 


tricts of Louisiana, have organized with Dr. C. H. 
Irons, of Benton, President; Dr. C. E. Egerton, 
Coushatta, First Vice-President; Dr. J. L. Kim» 
bell, Shreveport, Second Vice-President; Dr. A. 
A. Herold, Shreveport, Secretary-Treasurer. The 
council is composed of the seven various parish 
societies in the district. 

Lake Charles announces that Dr. Dowling has 
declared the water supply of Lake Charles is en- 
tirely free from dangerous germs and that the 
parish, Calcasieu, is in satisfactory shape and free 
from epidemics. 

Dr, Clarence Pierson, Superintendent of the 
East Louisiana Hospital for the Insane, has filed 
suit for $100,000 damages against the Times- 
Picayune for statements injurious to his charac- 
ter. 

The suit of the Chattanooga Medicine Company 
against Dr. Oscar Dowling for $25,000 damages be- 
cause of his designating “Wine of Cardui,’ as a 
nostrum has resulted in a mistrial on account of 
the illness of two of the jurymen. 

Dr. Rudolph Matas, Professor of Surgery, Tu- 
lane University, delivered the “Mutter Lecture” 
on Friday ,Feb. 18, 1916, at the College of Physi- 
cians of Philadelphia. The lecture was followed 
by a reception at the Rittenhouse Hotel, which 
was attended by the elite of the medical profes- 
sion and other distinguished guests. The lec- 
ture, on “The Surgical Treatment of, Aneurism,” 
was profusely illustrated with lantern slides and 
original drawings. The “Mutter Lectureship” 
was founded by Dr. Thomas Dent Mutter, Pro- 
fessor of Surgery at Jefferson College, a legacy 
from whom provided for the establishment of 
this lectureship and the now historic museum 
which bears his name. The Mutter Lectures have 
been an annual institution since 1865; and the 
selection of the lecturers has been from among 
the foremost surgeons and surgical teachers in 
this country. 

The American Medico-Psychological Associa- 
tion will hold its annual meeting at New Orleans 
April 4-7, 1916. A large attendance of distin- 
guished alienists and neurologists are expected 
to attend this important convention. 

Dr. Robert H. Blackman announces his removal 
to Shreveport with offices in the Commercial Na- 
tional Bank building. 


Deaths. 


At New Orleans, Feb. 18th, Dr. Angelo Maestri 
died at his home. 

In Baton Rouge, Jan. 23d, Dr. Thomas G. Sin- 
gletary died at his home, aged 55. 

On Feb. 2d Dr. Thomas C. Hightower, of Campti, 
died at his home, aged 41. 

On Feb. 15th Dr. Richard H. Hanchey, of Sugar- 
town, was shot and instantly killed. 

On Feb. 17th Dr. Erastus J. Lyons died, aged 
seventy-six. 


MARYLAND. 


At Baltimore, a Mr. Charles H. Toner has peti- 
tioned the City Court for a writ of mandamus 
requiring the Health Commissioner, Dr. John D. 


(Continued on page 24) 
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(Continued from page 22) 
Blake, to grant him a permit to sell milk in the 
basement of 919 Hillen street. In his answer 
Dr. Blake denies that the sanitary and hygienic 
conditions of the premises are of the best and 
denies also that the regulation is arbitrary or 
unreasonable. 

Grippe and pneumonia caused the death of 105 
persons in the city in the month of February. 
There were 70 deaths from apoplexy, 38 from 
cancer, 118 from heart diseases, 67 from Bright’s 
disease, 6 from suicides and 26 from accidents. 
There were 973 new cases of measles, with 7 
deaths. 

At the Hebrew Hospital, Dr. Harry J. Moss 
took charge, succeeding Superintendent Mason 
R. Pratt. In response to notice by the City Health 
Commissioner that he would prosecute physicians, 
midwives and hospitals failing to make prompt 
reports of babies born under their care, the rec- 
ords of births in Baltimore made up at the Health 
Department in February are said to be complete 
for the first time. 

Miss Eleanor A. MclI. Jones, who resigned from 
the head of the tuberculosis health department, 
has gone to Rochester, N. Y., as welfare agent 
of the Monroe County Tuberculosis Hospital. 

Dr. Charles H. Brooke, health physician of the 
fifth district of Anne Arundel county, has com- 
plained to the County Commissioners about the 
condition of the sewers in Brooklyn. The sew- 
erage is allowed to run upon an open field and 
is a source of great complaint. ; 

The staff of federal and state physicians, work- 
ing jointly, is making a medical survey of the 
schools in Frederick county and three other coun- 
ties. 

The steamship lines running to Baltimore have 
declared their willingness that the federal gov- 
ernment take control of quarantine, as proposed 
by Dr. James A. Nydegger, of the U. S. Public 
Health Service. 

The Bureau of Census is sending out through 
the Maryland Association for the Preventicn and 
Relief, of Tuberculosis figures which show that 
in the decade from 1904 to 1914 the death rate 
from tuberculosis made a drop of 25%. 

Deaths. 

At Baltimore, March 2, Dr. G. L. Taneyhill died 
at his home, aged 75. 

At Frostburg, March 2d, Dr. Timothy Griffith, 
aged 52, died of Bright’s disease. 

At Baltimore, Feb. 19th, Dr. Thomas Shearer 
died at his home, aged 91. 

On March 8th, Dr. Joseph L. Rathie died at 
his home in Cockeysville, aged 44. 

At Annapolis, Feb. 18th, Dr. James Mercer 
Garnett died at his home, after a brief illness. 

On Feb. 18th Dr. J. McKendree Kemp, of Wel- 
come, aged 79, died in Johns Hopkins Hospital 
after an operation. 


MISSISSIPPI. 

Dr. Pinault, of Pass Christian, hase been deco- 
rated by His Holiness, Benedict XV, Commander 
of the Knightly Order of Gregory the Great on 
account of services rendered many years ago. 

Dr. W. S. Leathers, director for the State Board 


of Health in the anti-malaria campaign in Bolivar 
county, states his program as follows: The cam- 
paign is progressing in a very satisfactory man- 
ner. The work has been extended to cover four 
communities, each with a population of 1,000, 
and with 36 square miles. The people are taking 
quinine to free their blood of the malarial para- 
sites. There can be no question about the fact 
that with full co-operation of all the people ma- 
laria can be banished from Bolivar county. 

At Jackson, March 5th, Dr. W. W. Smithson, | 
Superintendent for the State Hospital for the In- 
sane, has tendered his resignation on account of 
the fact that the governor has officially indicated 
that he will require his trustees to demand the 
entire time of the Superintendent. 

Governor Bilbo has vetoed the Natchez hos- 
pital bill because it proposed an increase of $2,000 
per year over the previous appropriation. 

The Lauderdale County Medical Association — 
has disapproved the proposition to establish one 
state hospital for tubercular patients. The so- 
ciety believes it would be better for the state to 
allow acertain amount to each county to en- 
able them to establish and support a local tuber- 
culosis camp. 

At Laurel, the Board of Supervisors of Jones 
county awarded the contract for medical work 
at the county home to Dr. W. S. Cranford, with 
a salary of $67.50 per month. 

At Laurel, Feb. 12th, it was stated that the anti- 
malarial campaign conducted by the State Board 
of Health was making rapid progress. The sur- 
vey of Community No. 1 was about completed, 
including a blood smear from every individual 
in that district. The necessary quinine treat- 
ment is furnished free to each infected person. 

On Feb. 18th it was reported officially that ten 
cases of cerebro-spinal meningitis has appeared 
at Louise. 

The present state legislature contains only 
five physicians, which is said to be the smallest 
number in that position since the civil war. 

At Columbus, the City Board of Health has 
been reorganized by the election of Dr. J. W. 
Cox as chairman and Dr. C. R. Berry secretary. 

The five biggest cities in Mississippi will have 
their births and deaths officialy recorded by the 
vital statistics division of the U. S. Census Bu- 
reau in Washington, and these will be included 
in the reports issued at irregular intervals by 
the department. The cities included are Jack- 
son, Meridian, Hattiesburg, Vicksburg, and 
Natchez. 

Deaths. 

Dr. A. T. Green, of Abbeyville, died at Hot 
Springs, Miss., at the depot as he was purchas- 
ing a ticket to return to his home. 

On Feb. 15th Dr. L. W. Finch, of Eupora, died 
at his home, aged 36. 


NORTH CAROLINA. 

Dr. W. S. Rankin, Secretary of the State Board 
of Health, urges an amendment to the charter of 
Raleigh establishing a City Board of Health and 
authorizing the employment of a health officer, 
city physician, sanitary inspectors and _ public 

(Continued on page 26) 
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(Continued from page 24) 
nurses. His estimate of the annual cost was 
$34,000. 

Dr. J. M. Crawford is conducting the medical 
inspection of the children of the Orange Street 
school, at Asheville, under the auspices of the 
Parent-Teacher Association and parents generally 
are giving their hearty co-operation to the move- 
ment. 

Deaths. 

On Feb. 1st Dr. J. W. Blackmer, of Sykesville, 
Md., died at the home of his mother in Salisbury, 
aged 28. 


OKLAHOMA. 

On Jan. 13th, at Tusla, the Tusla Academy of 
Medicine enjoyed a banquet at the Mecca cafe. 
Dr. W. W. Brodie was toastmaster. Dr. W. Forest 
Dutton, President, “deplored the fact that fully 
one-fourth of the surgical work done here was 
done by physicians from other cities.” The fol- 
lowing officers were elected for the ensuing year: 
Dr. Robert S. Wagner, President; Dr. Ralph V. 
Smith, Vice-President; Dr. Paul N. Atkins, Secre- 
tary-Treasurer. 

Governor Williams has appointed Dr. J. U. Wil- 
liams, of Weatherford, a member of the State 
Board of Medical Examiners in the place of Dr. 
Leroy Long, of McAlester, resigned. 


SOUTH CAROLINA. 

Dr. F. A. Coward, Director of the State Labo- 
ratories at Columbia, after examining the glasses 
sent him from aGreenville soda fountain, found 
that they would show cultures of micro-organisms, 
some of which are dangerous. Germs of some 
kind were on all of them. 

Rev. R. E. Wynne, temporarily acting in the 
absence of Surgeon Lumsden, of the United States 
Public Health Service in North Carolina, states 
that the surgeons will distribute valuable litera- 
ture concerning typhoid fever at every home vis- 
ited. He says: “If this literature is carefully read 
the reader will be as thoroughly informed regard- 
ing typhoid fever as the average physician.” Book- 
lets on the care of the baby and on pellagra will 
also be distributed. 

At Greenville a committee appointed to investi- 
gate the public schools of the city reported that 
conditions at the public schools are greatly im- 
proved, though some additional improvements 
were recommended. At some schools where fire 
drills were given all pupils were out without con- 
fusion in less than 90 seconds. 


Deaths. 


On Feb. 18th, Dr. Thomas Shearer, formerly a 
practitioner of Charleston, died at his home, aged 
90 


On Feb. 4th Dr. William Kneece died at his 
home in Baxter, aged 64. 

On Feb. 9th Dr. Wm. W. Anderson died at the 
home of his daughter in Summerton, aged 71. 

On Feb. 7th, Dr. M. W. Smith died at his home 
in Charleston, aged 80. 


TENNESSEE. 


According to the report of Dr. H. H. Shoulders, 
state registrar of vital statistics, 4,499 died from 


tuberculosis in this State during 1915. California 
and Kentucky alone have a higher death rate from 
this disease. It is estimated that 45,000 people in 
Tennessee have tuberculosis in its various stages 
of advancement. 

City Health Officer W. E. Hibbett, of Nashville, 
in a recent lecture claimed that the death rate 
from typhoid fever in that city is higher than in 
any other city of its size in the United States. 
During 1915 there were 417 cases and 44 deaths. 
Dr. Hibbett claims that in the “typhoid” wards of 
the city the poison came from the contaminated 
springs and wells. The city’s water supply fur- 
nished by the pumping plant is pure and nearly 
perfect. 

At Kingston, Feb. 24th, a Dr. J. S. Anderson 
was fined $20 and cost in each of six cases on the 
charge of practicing medicine without a license. 

The Lawrence County Medical Society,:at Law- 
renceburg, has organized with the following offi- 
cers: Dr. W. M. Gallaher, President; Dr. Thomas 
J. Stockard, Secretary. 

The Henry County Medical Society reorganized 
with the following officers, Feb. 22nd: Dr. G. T. 
Abernathy, President, and Dr. J. H. McSwain, Sec- 
retary. 

At Cleveland, Dr. Carl T. Speck, who recently 
examined the ears and throats of pupils in the 
schools of Bradley County, estimates that 60 per 
cent of the rural children aged from 6 to 20 have 
either ear or throat trouble, frequently adenoids; 
that ten per cent of the children with adenoids 
carry living, tubercular germs in the adenoid tis- 
sues; that such cases amount to about 20 per cent 
of the children in the country and that they drop 
out of school between the ages of 8 and 12. 


At Nashville, March 2nd, the Secretary of the 
Tennessee Associated Charities has removed 
headquarters from the Minnis Building, on Wall 
Avenue, to 309 Market Street, south of the Law- 
son-McGhee Library. 

Dr. J. M. Oliver, superintendent of the Davidson 
County Tuberculosis Hospital, has tendered his 
resignation to Mayor Ewing, and it was accepted. 

At Waverly Supt. G. W. McKeel and Dr. A. J. 
Mackin have resumed the examination of the 
mouths of school children in the county. About 
700 children were previously examined and 127 
cases of irregularities in teeth, capable of correc- 
tion, were discovered. 

Mayor Ewing, of Nashville, is strictly enforcing 
the ordinance against spitting on street cars and 
on the sidewalk and is posting notices to that 
effect on the streets and in the cars. 

The leading life insurance statistician of the 
United States, Frederick L. Hoffman, of the Pru- 
dential, writes in the Spectator of Dec. 28rd, 1915: 
“The highest murder rate for 1914 was again re- 
ported for the city of Memphis. The actual rate 
was 72.2 per 100,000 of population, against 63.7 
for the previous decade.” Dr. R. B. Maury made 
a motion, which was adopted, that the health de- 
partment be requested to invite Mr. Hoffman to 
Memphis to make a scientific study of the situa- 
tion.” 


_ Deaths. 
At Sparta, Feb. 19th, Dr. R. F. Baker died at his 
home, aged 70 years. 
(Continued on page 28) 
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Adapted to use of Men, Women, Children and Babies 
For Hernia, Relaxed Sacroiliac Articulations Float- 


Send for new folder and 


Katherine L. Storm, M. D. 


tHe STORM BINDER ano 
ABDOMINAL SUPPORTER 


Patented 


Inguinal Hernia Modification 


No Leather, No Whalebones, No Rubber Elastics 
Washable as Underwear 


ing Kidney, Low and High Operations, Ptosis 
Pregnancy, Pertussis, Obesity Etc. 


i ials of physici General 
mail orders filled at Philadelphia only--within 
twenty-four hours 


50% Better 


Prevention Defense 


10. 


Indemnity | 


All claims or suits for alleged civil malprac- 
tice, error or mistake, for which our contract 
holder, 

Or his estate is sued, whether the act or 
omission was his own, 

Or that of any other person (not necessarily 
an assistant o1 agent), 

All such claims arising in suits involving the 
collection of professional fees, 

All claims arising in autopsies, inquests and 
in the prescribing and handling of drugs and 
medicines. 

Defense through the court of last resort and 
until all legal remedies are exhausted 
Without limit as to amount expended. 

You have a voice in the selection of local 
counsel. 

If we lose, we pay to amount specified, in ad- 
dition to the unlimited defense. 

The only contract containing all the above 
features and which is protection per se. 


A sample upon request. 


The MEDICAL PROTECTIVE CO. 


of FT. WAYNE, IND. 
Professional Protection Exclusively 


Cereals 


Shot from Guns 
Food Cells All Exploded 


In Puffed Wheat and Puffed Rice 
we use only the finest kernels. 


They are sealed in huge guns. 
Then revolved for an hour in 550 
degrees of heat. Thus comes that 
fascinating flavor. 


The atom of moisture inside of 
each food cell is changed to super- 
heated steam. When the guns are 
unsealed that steam explodes, blast- 
ing the food cell to pieces. 


Every food cell in every coat of 
the grain is thus fitted for easy 
digestion. In every grain there 
occur over 100 million explosions. 


That puffs the grains to eight 
times normal size. It makes them 
bubble-like and crisp and flaky. 
But it leaves the grains shaped as 
they grew. 


This process— Prof. Anderson’s 
process—-results in the best-cooked 
cereals in existence. In some diet 
lists this fact is vital. In all it is 
important. The more you know of 
Puffed grains the more you will 
respect them. 


The Quaker Oats @mpany 


Chicago (1207) 


Puffad Wheat 
Puffed Rice *, 15e 


Corn Puffs — Bubbles of Corn Hearts — 15¢ 
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(Continued from page 26) 
At Chattanooga Feb. 18th, Dr. D. H. Hall, aged 
85, died at his home from pneumonia. 
At Rankin, on Feb. 18th, Dr. Chesley Roadman, 
aged 56, died at his home from paralysis. 
At Lawrenceburg, Feb. 28th, Dr. William J. 
Stockard died at his home, aged 65 years. 


TEXAS. 

At Abilene, March 5th, a free medical dispens- 
ary was opened in the new county court house in 
one of the basement rooms. The doctors of the 
town contribute their services to this work with- 
out pay. As usual it is the women who have put 
this enterprise into working shape, and they are 
very much encouraged with the outlook for public 
health work. 

At Austin March 1st the Court of Criminal Ap- 
peals affirmed the judgment of the lower court in 
the case of David B. Teem, a chiropractic from 
Grayson County, convicted of practicing medicine 
without a license and fined $100 and sentenced to 
serve six days in jail. 

Deaths. 

At Gatesville, March 9th, Dr. U. M. Gilder, aged 
75, was found dead on the floor of his home, with a 
bullet wound in his head and a pistol in his hand. 
He lived alone. 

At McGregor, March 13th, after an illness of 
many months, Dr. J. E. Brown died at his home. 
He was an aged man. 


VIRGINIA. 

At Richmond, March 4th, the legislature, in the 
House, passed a resolution for the appointment of 
a legislative committee to report to the next.Gen- 
eral Assembly on the question of consolidating 
the medical department of the University of Vir- 
ginia and the Medical College of Virginia. 

The Richmond Health Department has a placard 
displayed at the Baby Welfare Exhibit, as follows: 
“There is now an epidemic of measles in Rich- 
mond. This disease is very fatal to babies under 
three years. Keep your young baby away from 
crowds and from other children as much as possi- 
ble during the next three months.” 

On Feb. 28th James E. Phillips, Jr., sent in his 
resignation as a member of the City Board of 
Health of Richmond. He had been a member 
since 1906. 

On Feb. 17th the House killed the bill providing 
for a license tax on physicians by a vote of 57 to 
24. ; 

In Greenville County there has been a great re- 
vival of public interest in public health matters. 
The State Board of Health has been conducting a 
campaign against hookworm, typhoid and malaria. 
Thére is a movement for an all-time health officer. 


The eighteenth annual meeting of the Tri- 
State Medical Society of the Carolinas and Vir- 
ginia was held in Richmond, Va., February 16 and 
17 under the presidency of Dr. James H. MclIn- 
tosh, Columbia, S. C. The following officers were 
elected: President, Dr. J. Allison Hodges, Rich- 
mond; Vice-Presidents, Drs. Chas. Laughinghouse, 


Greenville, N. C.; Harvey E. McConnell, Chester, 
S. C., and William F. Drewry, Petersburg, Va.; 
Secretary-Treasurer, Dr. Ralfe E. Hughes, Laurens, 
S. C. (re-elected). Drs. John N. Upshur, Rich- 
mond, Va.; J. Howell Way, Waynesville, N. C., 
and Julius H. Taylor, Columbia, S. C., were elect- 
ed members of the executive committee. Dur- 
ham, N. C., was selected as the next place of meet- 
ing. 
Deaths. 

At Lynchburg March 6th Dr. Frederick Jacoby 
died at his home, aged 86 years. 

At Herndon, Feb. 29th, Dr. E. L. Detwiler was 
shot dead by a farmer named Rosier. 

At Fredericksburg Feb. 20th, Dr. Ralph Hill, of 
Stafford County, died in the Mary Washington 
Hospital, after a surgical operation, aged 30 years. 


WEST VIRGINIA. 

Dr. O. L. Aultz, city health commissioner of 
Charleston, in his report for February shows there 
were 48 deaths in the month. Very few cases of 
contagious diseases were reported. 

The local Red Cross Society of Parkersburg re- 
ports the sale of seals amounting to $325. This 
is the share of the proceeds which belongs to the 
local society. Share of the national society is $90. 

Dr. Harriet B. Jones, of Wheeling, has been em- 
ployed by the State Board of Regents as medical 
inspector and is now on a tour of various state 
schools examining the girls attending. She de- 
votes at least 20 minutes to each girl, then tells 
her what is her physical condition and what steps 
should be taken. 

The Health Department has secured an emerg- 
ency chlorinating plant of portable size for the use 
of Engineer Tolman in towns where outbreaks of 
typhoid fever may be traced to water supplies, to 
be used until a permanent plant can be supplied 
at that place. 

At Fairmont the Board of Health reports a death 
rate for the past year of only 11.3 per thousand, 
and they are planning to secure a lower rate this 
year. 

The physicians of Ohio County reported only 
418 births during 1915 though a total of 1,442 
births were reported to the court during the year. 

Dr. S. L. Jepson, State Commissioner of Health, 
declares that the unboiled water from the Ohio 
river which is served to the school children of 
Wheeling is unsafe and that the local filters often 
render the water more polluted instead of purify- 
ing it. 

Deaths. 

At Charleston March 11th news was received of 
the death of Dr. J. L. Stump, a physician of that 
city, at Titusville, Fla. His age was 62 years. 


High Power 
Electric Centrifuges 


Send for Cat. Cn. 


INTERNATIONAL INSTRUMENT CO. 
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USE HIGH-FREQUENCY AS A FIRST RESORT 


Not as a Last Resort Form of Treatment after all else has Failed 
THE VIOLETTA 
High-Frequency Generator is the most compact and most efficient instrument yet 
designed. The entire mechanism is contained in ONE PIECE, MAKING IT 
UNNECESSARY FOR THE DOCTOR TO LEAVE HIS PATIENT TO ADJUST 
THE MACHINE. It operates on alternating and direct current and can be taken 
to the BEDSIDE OF YOUR PATIENT. 

The VIOLETTA delivers a current of very high oscillations, is free from 
the noisy spark-gap, and is fully guaranteed. Battery outfit where no street cur- 
rent is available. 

Write for charts and booklet 31B. 


DOSTER-NORTHINGTON DRUG CO. 2108-2110 FIRST AVENUE, BIRMINGHAM, ALA. 


THIS SPACE RESERVED FOR 


(Pure Chloride of Ethyl in Graduated Tubes) 


For Local Also General Anaesthesia 
For Literature Address FRIES BROS,. Manufacturers, 92 Reade St., New York 


SOLE DISTRIBUTORS FOR THE UNITED STATES 


MERCK & CO. 


RAHWAY, N. J. NEW YORK LOUIS 


LEUCOCYTE 


Prepared from healthy leucocytes according to Hiss. Indicated in 
general acute systemic infections where bacteriological diagnosis is 
uncertain. Also used in conjunction with the specific serums and cav- 
cines in the treatment of Erysipelas, Meningitis, Lobar Pneumonia, 
Septicemia, Pyemia and Furunculosis. 


No contra-indications are known. For clinical reports address: 


E. R. SQUIBB & SONS, New York 
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THE MOUNTAIN PARK HOTEL 


and 


HOT MINERAL SPRINGS BATHS 
At Hot Springs, WN. C. 


“In accessibility of location; in absolute freedom 
from dampness and fogs; in the perfect purity of 
its health-giving atmosphere, and the beauty and 
grandeur of its surroundings, the North Carolina 
Hot Springs stand pre-eminent among health and 
pleasure resorts of America.” 

Golf—Tennis—Open Swimming Pool—Mountain 
Trails—Horseback Riding. 

The waters of these springs have been found to 
be highly beneficial in the cure of rheumatism, gout, 
rheumatic gout, kidney trouble, and all kindred 

il ts. Testi ials on application. 

UNDER ENTIRE NEW MANAGEMENT. 

For information and reservations write or wire 


FRED J. FULLER, Manager 


Mountain Park Hotel, Hot Springs, N. C. 


Making 
HOTEL HISTORY 


Every Room at the Fort 
Dearborn Hotel, Chicago, 
now $1.50 per day, no higher 
You don’t have to ask the 
clerk the rate when you 
register. 

500 rooms with private bath or 
private toilet—all with outside air 
and light 


Every Room 
$/2°Per Day 
NoHigher 


FORT DEARBORN 
HOTEL, CHICAGO 


La Salle Street at Van Buren 
Direction Hotel Sherman Company 


Your 
Convalescent 
Patient 


will find the most ideal conditions for their - 
rapid recovery at Grove Park Inn, in the 
mountains of North Carolina, 2,400 feet 
altitude. The cleanest and most sani- 
tary hotel in the world. Every dish boil- 
ed first in soap suds, then in boiling run- 
ning water, and sterilized with heat when 
dry. Even the silverware is boiled and 
sterilized. Normal foods, scientifically 
prepared, making the food as digestible 
as dietetic foods usually are. Tubercular 
persons not received under any circum- 
stances. 

The Inn is one and a half miles from 
the centre of Asheville, a city of 32,000. 
Finest physicians and surgeons within 
call. Hydrotherapeutic treatment and 
massage. Milk and cream from Biltmore 
dairies; water from mountain springs. 
Summer climate most agreeable and ex- 

,,,hilarating. Altitude makes it cool. Blank- 

ets at night. Mosquitos unknown. For 
photographs and full information, call at 
the office of the Southern Railway. 


GROVE PARK INN 


Sunset Mountain 
ASHEVILLE, NORTH CAROLINA. 
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Cargentos 


Cargentos (Colloidal Silver Oxide Mulford) contains 50 per cent of silver. It is 
produced by the action of sodium hydroxide upon silver nitrate in the presence of casein, 
a solution of colloidal silver oxide being obtained, which is dialyzed until completely free 
from inorganic salts and evaporated in vacuo at low temperature to dryness. 

Cargentos appears as lustrous black scales freely soluble 
in-water. Solutions of Cargentos are not precipitated by sodium 
chloride or albumen, and this, together with their high specific 
gravity, due to the large silver content, increases their penetrating 
power. 

Carégentos has a greater bactericidal power than carbolic 
acid. No other silver salt of equal bactericidal properties can be 
applied in such concentrated solutions without causing irritation. 
For this reason Cargentos is particularly indicated in ophthalmic 
treatment. 

Cargentos is especially valuable in Roentgenography on 
account of non-toxicity and the absence of irritating properties. set adie 
Dr. A. A. Uhle, Dr. George A. Pfahler, and others, use Cargentos | 9%" gxsivex ” 
‘extensively in urethral and bladder affection, and find it non- | = 
irritating in 50 per cent strength.” (See Annals of Surgery, April, 
1910, page 546.) 

Cargentos is an excellent antiseptic in gonorrhea, and in 
all acute catarrhal conditions of the mucous membranes. It is dis- 
tinctly inhibitory to bacterial development. 

Supplied in 1-2 0z. and 1 oz. vials and in tablets for preparing solutions extempo- 
raneously. . 

Cargentos Dusting Powder is an effective dry surgical dressing; its non-caking 
properties make it valuable in dressing amputations, leg ulcers, wounds, venereal 
abscesses, etc. 


Emetine Hydrochloride Mulford 


A True Specific in Amebic Dysentery, Amebic Hepatitis (amebic abscess of 
the liver) and Amebic Pyorrhea. Useful in Checking Hemoptysis. 


Friedenwald and Rosenthal* state that: 


1.—Emetine is a specific in the treatment of amebic dysentery. 

2.—It is quickly absorbed and its effect is rapid and striking. 

3.—It produces no unfavorable symptoms, such as nausea, vomiting and 
depression. 

4.—It is a diagnostic agent of great value. 


Emetine is a specific in amebic pyorrhea.+ 


Emetine Treatment of Hemoptysis.—One of the properties of Emetine is to con- 
strict the small blood vessels. In the treatment of hemoptysis Flandin states that ‘‘the 
result of the injection was surprising, the hemorrhage from the lung stopping immedi- 
ately. No disagreeable sensation was experienced, no palpitations, dizziness or nausea.’’ 

Emetine Hydrochloride Mulford is furnished in packages of 12 ampuls, each 
ampul containing 30 mg. (1-2 gr.) dissolved in 1 ¢.c. sterile physiological saline solution. 

In tubes of 15 mg. (1-4 grain) hypodermic tablets. In tubes of 30 mg. (1-2 grain) 
compressed tablets for oral administration. 


*New York Medical Journal, July 4, 1914. ’ 
+ New Orleans Medical and Surgical Journal, August, 1914; Dental Cosmos, December, 1914. 


H. K. MULFORD COMPANY, Philadelphia, U. S. A. 


Manufacturing and Biological Chemists 
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WE HAVE A LIMITED SUPPLY 


SALVARSAN and NEOSALVARSAN 


ALL SIZES 


We are offering these to the physicians 


If you wish to secure some of these articles write at once to 


MOBILE ALABAMA 


HOTEL CUMBERLAND 


S. W. CORNER BROADWAY AT 54TH STREET, NEW YORK 
Near 50th Street Subway and 53d Street Elevated, and accessible to all surface lines 


Official a American Automobile Association 

To physicians and their families the Hotel Cum- 
berland offers superior accommodations and serv- 
ice at reasonable rates. 

The location is exceptionally convenient and ac- 
cessible, affording quick access to the leading hos- 
pitals, medical schools and, clinics, as well as to the 
principal theatres, stores, depots and parks. 

Rooms with adjoining Bath—$1.00 and up. 

Rooms with Private Bath—$2.00 and up. 

A hygienic hotel—no dust-trap carpets, but ori- 
ental rugs in all rooms and corridors. Only New 
York Hotel with window screens throughout. 

SEND FOR ILLUSTRATED BOOKLET 


HOTEL CUMBERLAND 


Under management of HARRY P. STIMSON 
NEW YORK 


NEAREST LARGE HOTEL TO NEW YORK POLYCLINIC 
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Glycerophosphate in Solution Ghange Chemically 
Tablets Compound P-M Co. 


Each tablet contains: 


Sodium Glycerophosphate 1 gr. 
- Calcium Glycerophosphate 2 gr. 

Iron Glycerophosphate 1-8 gr. 

Strychnine Alkaloid 1-120 gr. 


PITMAN-MOORE COMPANY 


INDIANAPOLIS 


Constipation 
in the artificially-fed infant most commonly arises from 
Faulty protein digestion 
Imperfect fat digestion 
Lack of energy 
Starchy diet 


and is best corrected by making certain changes in the proportion of the 
constituents of the baby’s diet. 


Mellin’s Food 


is of much assistance in adjusting the milk mixture to meet this annoying condition, 
and we will take pleasure in sending, upon request, the details of the method of 
procedure to meet individual conditions. 


Mellin’s Food Company, Boston, Mass. 
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To prepare antiseptic solutions. 14 


Soa To sterilize hands, instruments and 
sites of operation. 


To cleanse wounds (bruises, cuts, 


(Formula of Dr. Chas. T. McClintock) B 
abrasions), ulcers, etc. 
To lubricate sounds and specula. 


To destroy infecting organisms in |- 
skin diseases (ringworm, acne, bar- } 


Powerful antiseptic, ber’s itch, etc.). | 
disinfectant, detergent To disinfect surface lesions asso- {7 
ciated with fetid discharge. : 
and deodorant. 
To control the itching of skin in- [4 

fections. 


To disinfect the hands after attend- E 
ance upon cases of communicable {j 


Prepared from pure vegetable oils com- disease. 
bined with mercuric iodide, the most To make solutions for the vaginal {4 
powerful germicide known. douche. 
To destroy the odors of offensive |) 
hyperidrosis. 7 
| To cleanse the hair and scalp. e 

Does not attack nickeled or steel instru- T d 
ments; does not coagulate albumin. o remove and prevent dandrufl. 7 
To disinfect vessels, utensils, etc. 3 

To wash and sterilize bed-linen, | 
handkerchiefs, etc., used in the sick- of 

GERMICIDAL SOAP, 2%: room. 
Contains 2 % of mercuric iodide: large cakes, one ; F E 
parton: Germicidal Soap, in short, is useful 
GERMICIDAL SOAP, MILD, 1%: whenever and wherever a powerful tq 
Large cakes, one in a carton; small cakes, five | ‘antiseptic, disinfectant, detergent or | 
deodorant is required. 

For other forms see our catalogue. 


SPECIFY “P. D. & CO.” WHEN ORDERING FROM YOUR DRUGGIST. 


Parke, Davis ¢: Coa 
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